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Long established building contractors, experienced in designing and constructing of 


indoor and outdoor therapeutic swimming pools. 


Consultants for the preparation of budgets and estimates in the designing and con- 
struction of REHABILITATION CENTERS, THERAPEUTIC POOLS, HYPROTHERAPY 
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GREAT EASTERN VICTOR CORPORATION 
110 West 40th Street New York City 


President — Mr. Ben Leavin 


Contractors of: 
The Four Chaplains Memorial Therapeutic pool and Halloran V.A. General Hospital Swimming Pool. 
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CORRECTIVE THERAPY, AN 
ORIENTATION AS TO 
FUNCTION AND MEANING 


By JOHN E. DAVIS, ScD. 


Chief, Corrective Therapy Veterans Administration, Washington, D. C. 


It is probable that some here today 
are unacquainted with the term “Cor- 
rective Therapy” and th field to which 
its present experience has given it 
application. | am therefore taking the 
liberty of trying to point out its general 
area of application followed by a short 
historical resume of its origin, growth 
and development to its present status 
including a brief discussion of its opera- 
tion in The Veterans Administration. 
From ths I hope you will be able to 
gain an orientation as to its meaning 
as well as its function. 


This generic term has been selected 
by the Veterans Administration to de- 
note the medical employment of exercise 
and physical activity as a treatment 
adjunct, a companion therapy to oc- 
cupational therapy and physical therapy 
as part of a triad of physical medicine. 
This broad concept is carried out in the 
Baruch Committee on Physical Medicine 
in its acceptance of physical recondition- 
ing as an integral part of physical 
medicine along with Physical Therapy 
and Occupational Therapy. It has been 
referred to in the literature as Correc- 
tive Physical Rehabilitation by those 
who desire to call attention to Rusk’s 
Third Phasé emphasis upon physical 
and mental restoration in which the 
definitive area of treatment is extended 
to include an appreciation of the 
totality of the individual and the prac- 
tical need and reward of treating the 
whole person. 


The Functions of Corrective Therapy 
in the Veterans Administration while 
the same in specific instances for both 
NP and GM & S Hospitals differ broadly 
in that the primary problem of the 
neuropsychiatric patient is psychological 
whereas the GM&S patient presents more 
objective physical conditions. 


ITS 


The Functions of the Corrective 
Therapist in the NP Hospital are: 


1. To give instructions to Neuropsy- 
chiatric patients in activities individual- 
ly prescribed by the physican based 
upon the specific needs and abilities 
of the patient. 


2. To provide adequate treatment for 
neurological patients by the use of active 
exercise to re-educate the neuro-muscu- 
lar system to the maximum. 

3. To administer a program of scien- 
tifically prescribed exercises for patients 
on the general medical and surgical 
service. 


Inthe GM & S Hospital 


Corrective therapy provides medically 
prescribed: 


1. Corrective and remedical 
cises. 


exer- 


2. Training in the proper use of 
braces, crutches, artificial limbs 
and other prosthetic appliances. 

3. Exercise to prevent decondition- 
ing phenomena. 

4. Self care for daily living and in- 
dependence. 

5. Motivation for social, economic 
and other desirable psychological 
adjustments. 


corrective therapy has developed as a 
result of an increased awareness upon 
the part of the medical profession for 
an extension and development of the 
simple concept of activity as an in- 
tegral part of medical treatment. It is 
interesting in this relationship to note 
that in England, Australia and in this 
country where this development has 
been concurrent there has emerged a 
significant uniformity as to the (a) 
expression of a basic need for such 
services, (b) the spirit with which physi- 





cal medicine became infected as a result 
of the dynamic contributions inherent 
in this basic concept of activity and 
(c) the problems as to its proper medi- 
cal control and direction. In both psy- 
chiatric and GM&S Hospitals there was 
acknowledged to be this need for a 
continuity of medicine through the vari- 
ous stages and levels of treatment, the 
purely medical, the social and the in- 
dustrial. Along with this has developed 
an appreciation of the many and di- 
verse psychological problems of treat- 
ment, including at least an acknowledge- 
ment of such concepts as “Paul Childer’s 
body image” through which the indi- 
vidual’s idea of his illness builds up 
the structure of his disability in many 
ways all out of proportion to his purely 
physical impairment. The so called 
definitive area of the Physical which in 
the community more than in the cities 
has always extended into the home and 
home life of the patient, has now come 
up for scientific evaluation and such 
Men as Rusk are inquiring why it is 
the patients treated and discharged as 
cured from our hospitals so frequently 
fail in the community. That patients 
themselves are aware of this need for 
psychological counselling from the 
general practioneer is evident from 
statements of such authorities as Will 
Menninger who explains that of men 
who went overseas some 75 
have consulted doctors one 

times since discharge. 


percent 
or more 


An historical resume of the develop- 
ment of physical medicine in England 
is important in providing a perspective 
for this discussion. The English utilized 
psychotherapy, occupational therapy. 
physical training in the remedial gym- 
nasium corresponding to our corrective 
therapy along with educational activities 
and hospital duties. What they were 
able to achieve by such a plan of in- 
tegrated activities was demonstrated in 
England in dramatic fashion in 1940 
when Mr. Bevin became minister of 
labor. Every ounce of manpower was 
needed to fight Germany and Mr. Bevin 
in obtaining an estimate of manpower 
available was astonished to find that 
186,000 people were unemployed be- 
cause of physical disability. By forming 
teams of doctors, training and employ- 
ment authorities and by providing ade- 
quate facilities for treatment including 
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physical training, and reconditioning, it 
was found possible to absorb into em- 
ployment about 180,000 of these people. 
The further extension of these activity 
principles to civilian practice was em- 
phasized by Braithwaite, in a paper on 
“The Responsibility of The Doctor In 
Regard to Rehabilitation in Private 
Hospital Practice” read before the 
British Medical Association four years 
afterwards, March 6, 1946, as follows 
“in Civil practice we should be able to 
refer our patients to rehabilitation 
Centers, either attached to a hospial, 
or run as a private clinic where there 
would be facilities for physiotherapy, 
occupational therapy and physical train- 
ing. Dr. Braithwaite continues, “There 
was at first opposition to the plan by 
the British who strangely enough con- 
sidered it to be new fangled and un- 
necessary and not part of the job; but 
results were so clearly demonstrated 
that it rapidly became standard practice 
in all service hospitals and eventually in 
all hospitals under the emergency 
Medical Service Scheme”. 


Some of these favorable results were 
shown as early as 1933. A Committee 
appointed by the British Medical As- 
sociation found that programs of con- 
tinuous after care physical exercise 
made for shorted periods of hospitaliza- 
tion. The average number of weeks of 
disability for cases treated intensively 
and by ordinary methods 
follows: 


were as 


Special Treatment Ordinary Treatment 
Average number of weeks of 
disability. 
VA 


Fracture of Schapoid of wrist 11 9 46 
Fracture of clavicle 5 3-4 22 
Fracture of femur 37 20 60 


Naturally emerging from these find- 
ings was a provision for the utilization 
of physical training instructors in the 
English hospitals for the purpose of 
administering remedial exercises under 
the direction of the doctor. 


There is at present in England a 
strong organization of Remedial Gym- 
nasts corresponding to corrective thera- 
pists in this country recognized by a 
diploma from the Ministry of Health 
issued jointly by the Ling Physical 
Education Association and the Chartered 
Society of Physiotherapists. This would 
be tantamount to recognition by The 


AMA in this country. Dr. John Schul- 
man, one of England’s leading physiat- 
rists stated in a letter recently, “That of 
us who have had the pleasure of such 
remedial gymnasts in our hospitals are 
so impressed with the quality of work 
done by them that we look upon the 
scheme as a permanent contribution to 
our hospital services. From my own 
experience in this work I am convinced 
that this is a specialized branch of thera- 
py which like occupational ‘erapy is 
an ancillary service additional to 
physiotherapy. In Australia similar pro- 
vision for the inclusion of remedial 
gymnasts in training facilities for dis- 
abled persons was given in the Re- 
establishment and Employment Act of 
1945. Dr. Sidney Licht will probably 
tell you of the rapid growth and the 
expansion of remedial exercise in the 
countries of South America which may 
lead to new mformation and even more 
exact techniques. 


In citing the progress of Corrective 
Therapy, in the Veterans Administra- 
tion, one has but a small span of time 
to consider. On May 18, 1946 VA 
Circular No. 121, established Corrective 
Therapy as part of Medical Rehabilita- 
tion Services providing an integrated 
program of Physical Therapy, Occupa- 
tional Therapy, Educational retraining 
and shop retraining. To these five figures 
of the rehabilitation team, initiated by 
Dr. Donald Copalt, Assistant Medical 
Director, Medical Rehabilitation under 
the stimulus and support of Dr. Paul 
Hawley, Chief Medical Director, was 
added Aural Rehabilitation and the Re- 
habilitation of the Blind. The designa- 
tions Corrective Physical Rehabilitation 
were later changed to Corrective Thera- 
py. Educational Retraining to Educa- 
tional Therapy, Shop Retraining to 
Manual Arts Therapy and Aural Re- 
habilitation to Audiology. These sections 
are, as you know, presently integrated 
under the able direction of Dr. A. B. C. 
Knudsen, Chief, Physical Medicine Re- 
habilitation Division operating under the 
Department of Medicine and Surgery 
of which Dr. Paul Magnuson is Chief 
Medical Director. 


What are some of the things the Correc- 
tive Therapists does in the Veterans 
Administration? 


The corrective therapist, on the pre- 
scription of the general practitioner can 
give bed exercises designed to maintain 





muscle tone and physiologic processes 
to the end that when the patient is able 
to get out of bed the “deconditioning 
phenomena” has not taken place. In- 
structions in the art of walking with 
crutches and canes for those who will 
have to depend upon this mode of 
locomotion can be given. Heavy resis- 
tance exercises will aid those patients 
with neurological disabilities to prepare 
for ambulaton and independence. The 
Corrective therapists can teach the 
family to assist the patient in the per- 
formance of certain routine exercises 
and activities in the home. He can show 
what changes in the home will aid the 
patient to leave a relatively independent 
life and what simple pieces of apparatus 
and adaptations of things found in the 
home cn be constructed as exercise de- 
vices and aids to independence. Specific 
exercises can be given for strengthening 
certain muscles, for building endurance 
and work tolerance. Adapted sports can 
be provided and the skills necessary to 
play them taught to patients who are 
going to be permanently handicapped, 
thus fulfilling their recreational needs 
and providing for their physiological 
exercise. 


Above all the corrective therapist 
stands ready to implement the doctor’s 
hopes and by working with the patient 
motivate him to achieve the fullest re- 
covery possible with his particular con- 
dition. 

There is a crying need for therapists 
with practical understanding of medical 
activity techniques. It is estimated that 
here are twenty-three million disabled 
in this country today. One person in 
sixteen of the general population or one 
in seven of the male working population 
is totally or partially disabled. Twenty 
percent of this group are considered to 
be very seriously disabled. Rusk esti- 
mates that between one and a half mil- 
lion to two million persons are eligible 
for Federal or State rehabilitation pro- 
grams but cannot receive such services 
due to lack of facilities and trained 
personnel. It is an interesting paradox, 
that when the doctor through progres- 
sive methods is able to rehabilitate a so 
called chronic patient, instead of de- 
creasing his work in the hospital by the 
discharge of the patient as one might 
naturally expect, he increases it for the 
reason that other chronic patients seeing 
the good results attained become in- 
terested in their own chances of improv- 
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ing. Friends and relatives ask the doctor 
why John Jones cannot be treated with 
these modern methods which have en- 
abled John Smith to get out of bed for 
the first time in years. 


Now that we have discussed the func- 
tions in the light of a historical resume 
of Corrective Therapy. Let us say a few 
words about our general viewpoint, our 
rationale and philosophy. 


The Corrective Therapist along with 
others in this field accepts illness as a 
personal, social, economic and biologi- 
cal process, he recognizes the impact of 
physical disability on social adjustment. 
He sees far more than physical move- 
ment in his speciality, he acknowledges 
the Socio-psychological dynamics of 
physical disability, the importance of 
their social acceptance and many and 
varied psychological problems associated 
with any type of therapy directed toward 
the specific needs of the sick and in- 
jured person. 


The corrective therapist deals with 
activity, special kinds of activity for 
special kinds of people, since he rec- 
ognizes every person as rightfully dif- 
ferent from any other person. He is 
imbued with the principles of individual 
differences and tries with all his re- 
sourcefulness not only to recognize the 
integrity of human personality but to 
put this principle into daily practice. 
While he may modify the functioning 
of a muscle through reeducational 
methods, he is careful not to blot out 
the ever present spark of individuality, 
that quality of uniqueness to which we 
all cling as the coveted possession 
given to us by our parents, our teachers, 
our society, the qualties with which we 
were born. In hope you will not cast 
aside this concept as pure idealism. It 
is a vital concept of our work. 


Let me tell you some of the ways it 
actually works in practice. The correc- 
tive therapist is a physical educator 
who has received specialized, medical 
training. He has learned the unique ef- 
fectiveness of the coach student rela- 
tionship. He has seen in his daily work 
the results one can attain when the 
student is fired with a desire to do, he 
has seen the fundamental difference be- 
tween pushing people into action and 
leading them, he has seen the very 
significant difierence between playing 
with and against people, he has realized 


the potential power in the awakening 
of competitive outlets, he has learned 
that successful coaches have distinctive 
abilities in getting close to people, in 
understanding them as agressive and 
also nonagressive individuals, he has 
learned from such coaches many lessons 
in understanding human nature. He has 
learned to give and take on the play- 
ground. From all these contacts in his 
education there has emerged one over- 
powering idea. It is simply this. We can 
get along with people most effectively 
if we go along with them. This idea is 
a result of daily work with sick people 
and has become elevated into an ideal. 
The ideal is to do something along with 
the patient rather than something to him 
to help the patient to help himself, to 
give him the satisfaction of becoming 
the master of his soul. The patient 
therefore becomes the center of the 
therapeutic process, the beginning and 
the end. He is not subject to treatment, 
and medical trappings. Treatment does 
not become a formal expression of 
authority nor a ritual of white gowns. 
It becomes a personalized expression of 
human need and human feeling and in- 
terest. 


It was probably this concept in op- 
eration to which one of the leading 
neurologist in this country recently re- 
ferred. He was discussing a paraplegic 
patient who had made remarkable prog- 
ress in walking and in the ability to 
take care of his daily needs. Referring 
to the work of the entire medical team 
and pointing out specifically the cor- 
rective therapist, he said | am unable to 
explain on a purely neurological basis 
the amazing results you have achieved 
with this patient. 


Please do not misunderstand me to 
infer that this individualized and per- 
sonalized approach is all the corrective 
therapist needs to do a good job. 
Specialized training in anatomy, kinesio- 
logy, remedial exercises are the sine 
que non of this service. Corrective thera- 
pists have had many of these subjects 
in their undergraduate work. For this 
purpose schools taught by outstanding 
physiatrists, psychiatrists, therapists and 
other medical specialists have been or- 
ganized and have functioned most suc- 
cessfully. They have acquired the know 
how through daily experience in work- 
ing with and under the doctors care and 
direction. 
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In this connection it should be pointed 
out that the criteria by which an evalua- 
tion is made of the therapists effective 
standards set up by the hospital through 
Corrective therapy is a medically pre- 
scribed activity, it originates with the 
doctor, who directs and controls it. The 
therapist is successful or unsuccessful 
only in so far as he is able to meet the 
ness, can only come from the doctor. 


the doctor in charge. It is most gratify- 


ing to note the fact that the doctors 
including the medical consultants who 
have evaluated the corrective therapist 
have done so on the basis of his medical 
intelligence, meticulous skill and_re- 
sourcefulness in carrying out the doc- 
tors prescription in the hospital situa- 
tion. They have not evaluated their work 
on a theoretical basis of what they 
should know but on the basis of what 
they actually do in daily work with the 
patient. Do not infer from this that we 
are not satisfied with the formal training 
of the corrective therapist. Holders of 
Phd’s and MA’s in our ranks would 


naturally resent any such implication. 


As stated in the beginning corrective 
therapy deal with activities. We are in- 
terested in activities, however, as simply 
a means toward a therapeutic end. We 
are more interested in people than activi- 
ties and are more interested in interper- 
sonal relationships than in individuals. 
Let me try to explain this more in detail. 
Therapy to be effective must accept the 
integrity of the individual, we cannot 
separate him into parts for treatment, we 
must put into practice the totalistic ap- 
proach. If we do this we get beyond his 
injury into the deeper levels of per- 
sonality. At these levels we find people. 
We find the patient becomes concerned 
about the way he feels, how people feel 
toward him and how society as a whole 
will give validity to his illness. The 
therapist working in the psychiatric 
field soon learns the significance of this 
approach. He becomes through daily 
experience adept in manipulating people 
and people relationships so as to create 
the specific interpersonal relationship 
the psychiatrist desires in order to sup- 
port the patient in mobilizing his psy- 
chological potentials for recovery. In 
this relationship, activities both formal 
and informal become far more signifi- 
cant. It becomes a vehicle for therapy 
influencing the attitudes people have 
toward each other and creating situa- 
tions which may be turned toward thera- 














peutic objectives. In this way, the thera- 
pist becomes concerned not with educa- 
tion of the physical but education 
through the physical. It is the sensory 
level, the language of 
through which corrective therapy aims 
to help the patient. This does not mean 
that we are merely muscle men but it 
does mean that we are trying to utilize 
the spontaneous levels of activity so close 
to nature and human nature as an im- 
portant means of both physical and 
mental reeducation. 


the muscles 


While we emphasize this friendly 
infectious approach to the patient as a 
desirable quality of corrective therapy, 
it should be understood that these at- 
tributes are not enough in themselves. 
Correcive therapy is a specific method 
in treating patients, an adjunctive 
method. It ministers to the needs not 
the whims or fancies of the patients. 
It is not designed to entertain but to 
treat. We are concerned with diversional 
exercises, therefore, only in so far as 
they are indicated as being a necessary 
part of the prescribed treatment. This 
does not deny the value of relaxing and 
pleasurable aspects of activity, it simply 
puts them in their place where they 
can operate to the best advantage of 
the patient. 

We have spoken of the component 

parts of corrective therapy first the pa- 
tient, then the therapist and the activity 
all leading to and forming the desirable 
interpersonal relationship. If we are to 
find g satisfying practical rationale of 
corrective therapy, it must emerge from 
such a concept as this. There is a final 
and most significant factor which makes 
corrective therapy a live and living ally 
of medicine. This element is spirit. 
Corrective therapists have a morale, and 
esprit de corps, which has not only 
brightened their efforts and made them 
successful in this field but has infected 
the patient and the atmosphere of physi- 
cal medicine. It is a significant fact 
that our field has practically no turn- 
over which could be attributed to thera- 
pists leaving the ranks. It appears that 
the slogan once a corrective therapist, 
always a corrective therapist, its charac- 
teristic of this speciality. 
1. In conclusion it is believed that cor- 
rective therapy represents a natural 
growth of a most significant concept 
of activity scientifically controlled as a 
practical contribution to 
medical treatment. 


progressive 
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2. Corrective therapy has evolved along 
with other ancillary services to fill a 
need for more effective personalized and 
individualize care in the wake of the 
greatest progress in the history of medi- 
cal practice. The population of the 
United States has doubled since 1873, 
but the number of hospitals has in- 
creased more than 44 times during this 
period. 


More than 16 million patients were 
treated in American hospitals in the 
past year. One patient is admitted every 
one and nine tenths seconds. In _ the 
governmental hospitals the average 
length of stay dropped from 19.5 days 
to 17.9 days. 


3. Even with the contemplated increase 
in training schools for physical and 
occupational therapists there cannot be 
envisaged sufficient personnel in this 
field to care for the increased needs of 
sick people taking care of the average 
daily population of our hospitals ag- 
gregating 1,217,154. A need which para- 
doxically increases with the discovery 
of new medical technique and speciali- 
zations. 


4. Corrective therapy has proven it value 
as a medical adjunct in England in 
Australia, South America and other 
countries where its progress has been 
concurrent and analago}js to its develop- 
ment in this country. 


5. This emphasis upon the activity 
phase of medical treatment has injected 
a dynamic quality which in the opinion 
of many physiatrists has given a strong 
vitality to physical medicine. 

6. A large body of clinical practice has 
been developed by the physiatrist and 
the corrective and reconditioning per- 
sonnel in the Veterans Administration, 
Army, and private hospitals. Some of 
which is now being reported in the 
authorative literature and is being wide- 
ly disseminated to this country and 
abroad. Over 20,000 copies of the 
Manual on Corrective techniques: for 
spinal cord injuries cases has been 
widely distributed. 


7. Corrective Therapy is not intended 
to supplant other therapies but to rein- 
force the existing treatment facilities. 
There is more work than all our thera- 
pists can do in providing medically pre- 
scribed activity for the 1,423,520 hospi- 
tal beds in this country. 
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8. The proving ground of all medical 
services in the Community. The general 
practitioner is above all realistic. He 
naturally advises caution in the use of 
any new modality. As an evolved 
ancillary service, which has met the 
various needs of critical medicine in a 
process of gradual growth. Mac Each- 
ern’s statement as to the evolution of 
our hospitals comes to mind—I quote, 
“With a background of centuries of 
struggle there has evolved the hospital 
of the twentieth century. It is the ex- 
pression of man’s inalienable right to be 
well and is the formal recognition of 
the community of its responsibility for 
providing the means of keeping him 
well or of restoring lost health” This 
challenge goes out to doctors, therapists, 
legislators and to people everywhere. 
The opportunity is extended to those 
who have the interest, the initiative and 
the imagination to provide sound medi- 
cally conrtolled services. The correc- 
tive therapist is grateful that the medical 
profession in the Veterans Administra- 
tion, the Army, and the Baruch Com- 
mittee on Physical Medicine in its ac- 
ceptance of physical reconditioning as 
part of physical medicine, has provided 
this significant opportunity. We are 
grateful that Great Britain, Australia, 
countries of South America have and 
are developing similar services. Correc- 
tive Therapy has no corner on remedial 
exercises. The medical status we are able 
to achieve depends entirely on sincerity, 
intelligence, specific training and good 
hard daily work. The medical standard 
we are trying to achieve is set up by 
one person and one person alone. That 
person is the Doctor. Our specialty is 
in the Doctor’s hands. I have confidence 
we will make the effort which he may 
deem worthwhile. 














ARMY COMMISSIONS 


Cy Morgan, who heads the physical 
reconditioning section, office of the 
Surgeon General, U. S. Army, informs 
the association that members may apply 
if qualified, for reserve commissions as 
physical reconditioning specialists in the 
Medical Service Corps. Reserve. Credit 
for education or experience in physical 
reconditioning or corrective therapy will 
be granted to applicants. 
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In the past months questions have 


arisen as to the relative merits of ther- 
apeutic exercises and “functional” work 
in rehabilitation. It seems advisable, 
therefore, to define these two fields, go 
into the relative indications and then 
add a few remarks as to the possibilities 
offered by, and the proper techniques 
of, therapeutic exercises. 


Therapeutic exercises consist of well- 
defined, properly prescribed movements 
performed in adequate dosage and with 
a definite purpose. The ultimate aim 
of therapeutic exercises is either the 
preserving of function or the increasing 
of function, if possible, to normal. 


“Functional” work has primarily 
stressed accomplishments in activities of 
daily living and accomplishments in 
the use of aids to make these activities 
possible. These aids include crutches, 
braces, wheelchairs and a large number 
of other devices. It may be pointed out 
that reservation of the word “functional” 
for these activities only has been mis- 
leading. It is misleading because by 
implication it has created the impres- 
sion that the use of therapeutic ex- 
ercises did not primarily lead to im- 
proved function. A well planned and 
well executed exercise program aims as 
much at increasing accomplishments as 
does “functional work”. Functional work 
and therapeutic exercises are two equal- 
ly important factors of an over-all re- 
habilitation program. 


Briefly characterized, therapeutic ex- 
ercises in rehabilitation aim at full 
development of what is left directed 
toward approaching or reaching normal- 
cy; whereas “functional” work _pri- 
marily aims at getting along with what 
is left. There may be cases where this 
getting along with what is left is the 
only obtainable goal but there are many 
others, and since minor injuries and 
deficiencies fortunately outweigh the 
major ones there are more instances, 
where an approximation of normalcy 
can be obtained without the use of 
artificial aids Again, there are many 
cases where full development of what 
is left may promote the patient to a 
level where his artificial aids and his 
getting along with what is left may 
give him a wider scope than if he had 
settled for less right at the start. 


Functional training and therapeutic 


Therapeutic Exercises 
In Rehabilitation 


« 
By HANS KRAUS, M.D.* 


exercises cover two different but equal- 
ly important aspects of physical rehabil- 
itation and there should be no confusion 
regarding individual indications and 
aims. Two examples might help illustr- 
ate my point. 


One: a case of spastic paraplegia 
due to spinal cord injury will require 
exercises to bring what is left of his 
trunk and his upper extremities to maxi- 
mum efficiency and will require func- 
tional work for crutch walking, Wheel- 
chair activities and activities of daily 
living. He may get his exercise work in 
groups but he will make faster progress 
in his “functional” work if properly 
prepared for it by exercises. 


Two: A patient suffering from disuse 
atrophy and contractures of a lower ex- 
tremity after fracture of the thigh will 
need primarily exercises and crutch 
walking will only be, for him, a tem- 
porary expediency and of transient im- 
portance. 


It would be equally as wrong to 
center the program of the paraplegic 
on therapeutic exercises as it would be 
to center the program of the fracture 
case on crutch walking. 


It may seem unnecessary to spend 
so much time and effort to clarify the 
respective merits of these two phases 
of rehabilitation. They are not compet- 
itors; they are two equally important 
factors of the big, over-all program 
of rehabilitation and they share this im- 
portance with all the other aspects — 
social, psychological, vocational, etc. 
Since they are both physical I believe 
it is important to stress their interde- 
pendence in order to avoid confusion. 
.... 'herapeutic exercises are as powerful 
as a potent drug. They can do good 
as well as harm and they should there- 
fore be prescribed in proper quality 
and in proper quantity in the same 
manner as any other medicine. We 
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have resorted to an over-simplification 
in order to prescribe therapeutic exer- 
cises in an easy and readily applicable 
way. This over-simplification deals with 
the three basic qualities of muscle func- 
tion, and we differentiate between (1) 
power, (2) total elasticity, and (3) co- 
ordination. 


Muscle power — the ability of a 
muscle to contract, to get tense — is 
the ability of a muscle to overcome 
resistance and to lift weights. If muscle 
power is impaired the result is weakness 
and the anatomical findings are muscle 
atrophy. Muscle weakness can be graded 
according to manual gradings which 
are generally known and these gradings 
are relatively set, especially if adapted 
to special requirements. 


Total elasticity can be divided into 
physiological elasticity (i.e. the ability 
of a muscle to give up tension — to 
relax) and mechanical elasticity (i.e. 
the ability of a muscle to yield passive 
stretch. ) 


Physiological elasticity can be im- 
paired in lesions of the upper motor 
neuron and spasticity results. The test 
for spasticity is made by putting the 
tested muscle in a foreshortened posi- 
tion and then producing movement 
aimed at lengthening this muscle. The 
normal muscle will give; the spastic 
muscle will respond with a jerky coun- 
ter-movement. Depending on the de- 
gree of this jerky movement, spasticity 
can be graded very approximately only 
with one, two or three pluses. Another 
condition in which physiological elasti- 
city is impaired is the condition of pain- 
ful muscle spasm. Here a state of 
constant muscle contraction exists and 
every attempt of the patient to move 
results in pain which, in turn, increases 
tenseness. In other words, a vicious 
circle of pain and muscle contraction. 
or tenseness, exists. This condition de- 
fies objective rating to a large extent 
because the pain element is present. 
However it can be graded clinically and 
rated with one to three pluses. 


Impairment of mechanical elasticity 
is called contracture and this state of 
a muscle can best be graded by the 
lack of joint range. This can be ex- 
pressed in degrees and gives us good 
rating possibilities. 

The third basic quality of muscle 
function is coordination and we define 











coordination as the ability of two or 
more muscles to work together in cor- 
rect timing and correct display of con- 
traction and elasticity. We grade co- 
ordination by “accomplishment tests”, 
etc. Coordination can be impaired if its’ 
elements—power and_ elasticity—have 
suffered; or if both are intact but bal- 
ance centers, deep sensory fibers or 
tactility have been impaired. 

These three basic qualities; power, 
elasticity and coordination, require en- 
tirely different approaches by thera- 
peutic exercises. Fundamentally, we 
expect a muscle to develop the quality 
it is called on to perform. If a muscle 
is weak it will be given exercises re- 
quiring power. If there is lack of co- 
ordination exercises requiring coordi- 
nation will be given. 

Exercises to build muscle power are 
thoroughly familiar to everybody in 
the field and they might therefore be 
used to illustrate some of the most com- 
mon mistakes in prescribing and giving 
exercises. 

One of these mistakes is the pre- 
scription of too little dosage. Unless a 
muscle is called on to perform more 
than its manifest ability no need for in- 
crease of the ability exists and no in- 
crease of this ability (in this case the 
increase of power) will result. This 
fact has been frequently misconstrued 
and it has been felt that a muscle could 
only increase in power if it was worked 
to fatigue. This, however, is not true. 
While fatigue work may be very valu- 
able in many cases it can be very detri- 
mental in others. What happens to a 
fatigued muscle? 

Peter and Palmen have demonstrated 
what can happen in their well-known 
fatigue graph. They made normal 
people work to fatigue by lifting 
weights to a capacity of kilogrameters. 
They found that this capacity decreased 
for four days and that it took eight 
days total to return to the initial state. 
Only after the seventh or eight days 
was an increase of work load feasible. 

This decline of efficiency, this dip, 
may be tolerated by relatively strong 
people who do not suffer pain, muscle 
spasm or contractures. In painful con- 
ditions this dip is accompanied by an 
increase of pain and swelling and may 
force the patient to discontinue work. 
In weak muscles, trace muscles or poor 
muscles the dip may lead to complete 
disappearnce of muscle action forcing 


o 
90 


a rest period after which the whole 
process must be started from the be- 
ginning and if condticted the same way 
will lead to another rest period and 
interruption of the treatment. In weak 


muscles and painful conditions the 
work load should, therefore, be below 
fatigue, within tolerance, but still above 
present average. The patient should 
work until he starts to be tired but not 
until he is fatigued. 


It takes a good therapist, a good ob- 
server, to tell how far the work load 
may be pushed without exceeding tol- 
erance. Quite frequently, however, pa- 
tients are not given a sufficient work 
load; they are made to perform exer- 
cises under water or against gravity 
but without weight or resistance for an 
inordinately long period of time and 
this “underexercising” will fall short 
of an efficient therapy. 

In the treatment of total elast’city 
prescription depends on what phase of 
this elasticity has been impaired. If 
spasticity is present the treatment con- 
sists of relaxation with the purpose of 
making the spastic muscle relax on 
volition. The effectiveness of relaxation, 
though widely known, has yet to come 
into its own. The treatment of hemi- 
plegics and the treatment of multiple 
sclerosis, as well as the treatment of 
a large number of other spastic condi- 
tions including the spastic types of cer- 
ebral palsy, require relaxation much 
more frequently than actually pre- 
scribed. 

If a muscle cannot relax, its antago- 
nist, strong as it may be, is useless. 
If this release is lacking the strength 
of the antagonist does not become ef- 
fective. Therefore, charting of spasticity, 
as well as charting of muscle spasm 
and contracture on the normal muscle 
power chart, is essential to give a proper 
picture of the patient. Very frequently 
this simple rule is neglected. If relaxa- 
tion is given properly and if the pre- 
scriptions or relaxation are not inter- 
fered with by premature emphasis on 
accomplishments and overwork in an 
all-over program, results can be very 
satisfying. 

In muscle spasm emphasis is placed 
on the relief of pain which ultimately 
provides the chance to relieve muscle 
spasm. This relief of pain in muscle 
spasm is of primary interest in muscle 
strain, muscle sprain, throughout the 

(Continued on page 26) 





NEWS 


The following committees were des- 
ignated by our president Raymond 
Swanson. 

The following are your Area Mem- 
bership Chairmen: 

Charles Bader, Chief, Corrective 
Therapy, VAH—Togus, Maine. Sheldon 
Johnson, Asst. Chief, Corrective Thera- 
py; VAH—Chillicothe, Ohio. Louis 
Frazier—736 South Graham, Memphis, 
Tenn. 

Chester Nelson, Chief Corrective 
Therapy, VAH—Minneapolis, Minn. 

Harlan Wood, Chief Corrective Thera- 
py—VAH Topeka, Kansas. 

George Devins—VAH, Van 
California. 

The following are the Chairmen of 
the Committees which have 
appointed: 

Professional Standards Board 
Dr. Cecil Morgan 
Research Committee ...... Everett Sanders 
Advertising and Publicity Sam Boruchov 
Areas 1, 2 and 3 
George Devins 
Area 4, 5 and 6 
Insignia Committee ............ Louis Scholl 
Convention Committee 
Clement G. McNamara 
The members of the Constitutional Com- 
mittee are: 
Edward Friedman ...... Dr. Cecil Morgan 
Gilbert Guarino .................... Chris Kopf 
Lou Montovano .................- Louis Scholl 
Arthur D. Tauber 
Affiliation Committee Arthur D. Tauber 

Clement McNamara, convention chair- 
man for the Fourth Annual Convention 
of the Association for Physical and 
Mental Rehabilitation to be conducted 
in Memphis, Tenn., next year, has begun 
his initial preparations to stage another 
outstanding clinical and scientific meet- 
ing. 





Nuys, 


been 


Comments on the past convention 
held at the Hotel New Yorker, New York 
City, N. Y., May 18, 1920 and 2\st, 
1949—Letter from Russell J. N. Dean, 
Executvei Officer, physical medicine re- 
habilitation, Veterans 
Washington, D. C. 

“The men who worked so hard for 
the convention should be congratulated 
for an exceptionally fine meeting. Com- 
pared with any other organizations hav- 
ing many more years of experience, 
the convention certainly was well-eon- 
ceived and well handled.” 

(Continued on page 21) 
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THERAPEUTIC EXERCISES 


FOR MULTIPLE SCLEROSIS 
By RENE CAILLIET, M.D. 


Multiple sclerosis until relatively few 
years ago was considered a rare disease. 
Today the entity is clearly defined and 
the pathology accurately described. It 
is being diagnosed with more accuracy 
and with increasing frequency until it 
has gained the prevalence of polio- 
myelitis. 


Multiple sclerosis is a disease that 
affects the central nervous system in a 
patchy manner so that none or many 
functional tracts may be involved. It is 
a disease that may affect all age groups, 
although it most frequently attacks the 
younger age group in their teens, twen- 
ties and early thirties. The disease is 
also considered a progressive one, al- 
though it is probably more accurate to 
‘cdnsider it a recurrent disease with a 
certain percentage of cases being 
steadily progressive. The disease by 
virtue of its variable manifestations, 
its patchy involvement and its unpredict- 
able course may elude diagnosis for 
many years. Once diagnosed, the un- 
predictability of its course spreads havoc 
in the mind of the doctor as well as 
the patient. 


Much research in the cause of this 
disease has been attempted and is at 
present being undertaken. The many 
treatments advocated, however, only 
bear testimony to the many theories con- 
sidered, and this in turn verifies the 
complete mystery of the causative factor 
or factors. Until such a time as a speci- 
fic treatment is known, the patient must 
continue to receive good supportive 
treatment based on sound principles. 
His general health must be maintained; 
and his neurological disability, whether 
major or minor, must be diminished 
to the fullest possible extent. In no dis- 
ease is rehabilitation so vital, as it per- 
tains to an age group which is in the 
most active phase of living and to 
which self-care and employment are 
of the utmose importance. In spite of 
the disease having no specific medical 
or surgical cure, and in spite of its 
being recurrent or even progressive, 
rehabilitation is indicated and is based 


on sound physiological principles. 

It has been all too common in the 
past to ignore possibilities of rehabilita- 
tion in a disease considered progressive. 
Physiatrists, physical therapists, and 
alike have idly sat back in the shade 
of the pessimism of the neurologists 
and internists and allowed patients to 
become chronic invalids, inmates in 
rest homes, or wards of the state until 
a “cure” could be found. Vocational 
rehabilitation agencies, both state and 
federal, have denied counseling, voca- 
tional retraining and job placement to 
patients because the word “progressive” 
was circled on the application form. 
Every field of medicine has offered a 
treatment aimed at curing the patient, 
while watching him go from ambula- 
tory to wheelchair to bed—a vicious 
cycle from helplessness to hopelessness. 


Many diseases, such as cerebral palsy 
and poliomyelitis, cannot as yet be pre- 
vented or cured; yet sincere efforts are 
being made to treat their residual dis- 
abilities. Progressive or recurrent dis- 
eases, such as arthritis and Parkinson’s 
disease, have as yet no known cause or 
curative treatment, yet rehabilitation 
treatment is at least feebly attempted in 
these conditions. The majority of pro- 
gressive neurological diseases and their 
disabilities are still, however, receiving 
attention from too few physicians who 
consider their specialty limited to cer- 
tain selected patients. 


Without any basis that has been 
scientifically substantiated, the patient 
with an acute attack of multiple sclerosis 
or having an acute exacerbation is im- 
mediately put to bed—complete bed 
rest. If the disease were unequivocally 
an infectious one, this treatment would 
have some rationale. Clinically, the dis- 
ease does not have the aspects of an 
infectious illness, nor has laboratory 
research nor clinical response to treat- 
ment made the infection theory more 
specifically acceptable. The majority of 
the patients not only continue to prog- 
ress while in bed but incur further 
weakness by enforced inactivity of three 
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to six months. We have had the oppor- 
tunity of actively treating patients dur- 
ing progression of the disease and 
during acute exacerbations; in no 
given active exercise was in adverse 
reaction observed, and the majority re- 
missed satisfactorily. It is even probable 
that the remissions were more rapid and 
more complete than could be expected 
or had been experienced previously by 
these patients. 


Early ambulation is now becoming 
the accepted procedure in postoperative, 
postpartum, and even in some postin- 
fectious diseases. The evils of inactivity 
and enforced bed rest are becoming 
obvious in clinical observation and in 
laboratory studies, and these evils are 
equally obvious in multiple sclerosis. 


In chronic cases also little rehabilita- 
tion has been attempted. Again a cure 
is sought because the disease may prog- 
ress or is complex in its disability. Even 
a specific cure in these cases would at 
best promise no further progression, 
but the existing disability would remain. 
Every physician has seen the chronic 
and quiescent case further lose in 
ability by enforced bed rest, while some 
specific treatment is being attempted. 
The disabled patient confined to his 
wheelchair or bed will lose ground 
functionally from disuse whether the 
disease progresses or not. This very 
fact has prompted orthopedic surgeons 
to devise methods other than casts to 
enable patients to achieve early ambula- 
tion and avoid disuse atrophy and 
weakness. The disuse and atrophy exist 
even to a larger degree in multiple 
sclerosis and unfortunately are largely 
ignored. 


Of the existing theories today a pre- 
valent one is that multiple sclerosis is 
caused by, precipitated by, or at least 
aggravated by psychosomatic factors. 
The psychic trauma may precipitate an 
exacerbation has been observed by all 
who have observed and studied multiple 
sclerosis patients. It is not possible at 
present fully to evaluate the psychic 
factors in the causation of the disease; 
but merely considering the disease as a 
chronic disabling disease, the psychic 
trauma imposed on a patient by en- 
forced inactivity, inertia on the part 
of the physician in respect to physical 
rehabilitation, unwillingness on the part 
of the people of physical medicine to 
assist in overcoming the disability—all 
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certainly are far from rational in treat- 
ing a disease that may have psychic 
etiology, or at least has the patient 
psychology of chronic invalidism. 

A common finding in multiple sclero- 
sis is fatigue, both of a general nature 
and actually clinically obvious in con- 
tractions of individual muscle groups. 
It is often only with the utmost effort 
on the part of the patient that any 
muscle action can be elicited. With our 
faulty knowledge of fatigue as an entity, 
it has been the prevalent teaching never 
to fatigue a patient—certainly never 
to fatigue a muscle. In a patient with 
this disease, to limit activity within the 
limits of fatigue, would be to limit his 
activity to the utmost degree. 

No medication is known to be specific 
in the overcoming of this fatigue; and 
in our experience only enforced ac- 
tivity, persistent activity, against resis- 
tance, has been effective in overcoming 
fatigue. By this persistence we have 
improvement. Never have we seen any 
further progression of the illness nor 
the onset of a new exacerbation by 
causing fatigue. Fatigue in the majority 
of the patients has been overcome by 
this enforcement of activity. 

Rehabilitation treatment of multiple 
sclerosis is complex. The disabilities 
are as varied as are the manifestations 
of the illness. The severity of the dis- 
ability may vary from a mere tingling 
of one finger to complete invalidism 
with total blindness, mutism and _ in- 
continence. Neurologically, the patient 
may present any type of disability or 
any combination of neurological dis- 
abilities. A pure spastic paralysis, a 
pure cerebellar ataxia, a pure position 


sense loss taxia, blindness, deafness, 
bladder incontinence, bowel  incon- 
tinence, asteriognosia, bulbar palsy, 


diplopia, etc., may exist. A combination 
of any two or of all may exist. One 
extremity, two, or all may be involved. 
The duration may be one day or twenty 
years. The degree of disability may be 
mild or severe. No two patients are 
alike. The disease has taxed the in- 
genuity of the physician, but the chal- 
lenge has not been accepted by the field 
of physical medicine. 

The mildly involved patient who can- 
not be helped by orthopedic procedures 
such as braces, crutches, or surgery, 
nevertheless presents a disability. The 
severely involved patient who is a can- 
didate for orthopedic appliance or 
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surgical procedure is very often denied 
this treatment. Muscle re-education in 
the mild case, and more radical treat- 
ment in the severe case, is often with- 
held in hopes of a remission or is 
withheld due to possibility of further 
involvement. 

The majority of cases of multiple 
sclerosis offer favorable possibilities for 
rehabilitation. The spotty nature of 
central nervous system involvement 
leaves many pathways intact. Retraining 
of these pathways and other pathways 
makes the possible results of treatment 
very gratifying. Based on neurophysio- 
logical concepts we have during the 
past three years devised techniques of 
muscle re-education employing resistive 
therapy that have permitted return of 
voluntary function where previously 
marked voluntary motion difficulty ex- 
isted. These techniques require intensive 
treatment ranging from one two hours 
of individual therapy daily, supplemen- 
ted by several hours of gymnasium and 
occupational therapy. The techniques 
are specific for each type of neuro- 
logical involvement and indeed are 
specific for each individual patient. 
These techniques have been published 
in part, and further publications are 
now in process. All muscle re-education, 
or more specifically neuromuscular re- 
education, is aimed at improvement in 
ability rather than training in “making 
the most of the disability.” Neuromuscu- 
lar re-education is basically retraining 
of the central nervous system and its 
pathways and consequently must achieve 
the maximum return of physiological 
funtion. 


Other than physical and corrective 
therapy the occupational therapist lays 
an important role in returning the multi- 
ple sclerosis patient to independence 
in self-care and in employment. The 
speech therapist also has a specific role 
in treating the cerebellar speech prob- 
lems, aphasia, dysarthria, retraining 
proper breathing, chewing, and even 
swallowing. New techniques based on 
the same principles as those applied by 
the therapists have been devised, and 
the speech therapist is now veritably a 
physical or corrective therapist con- 
cerned with the muscles and their cen- 
tral nervous system control of all the 
mechanism that concerns speech. Apha- 
sic retraining also has often been a 
necessity in multiple sclerosis. 


Rehabilitation of the patient to more 





useful activity and if possible to gainful 
employment, is being considered by all 
physicians in the treatment of all spe- 
cial fields of medicine. This objective 
must not be ignored in the progressive 
neurological diseases—certainly not in 
multiple sclerosis. 

Activity, and even enforced activity, 
along specifically guided lines should be 
encouraged during the active phase of 
the disease. To enforce bed rest is not 
rational, is not therapeutic, and actually 
may be detrimental. Certainly in our 
experience enforced activity has not had 
a detrimental effect on the disease and 
has been of benefit to the vast majority. 

It goes without question that the dis- 
abled patient should receive rehabilita- 
tion treatment of a neuromuscular re- 
training type in spite of the fact his 
disease may be considered recurrent or 
progressive. Further disuse weakness 
and atrophy, not only of muscles but 
central nervous system synapses, must 
be prevented. The treatment may well 
be carried on simultaneously with any 
treatment considered of a more specific 
nature. 

Re-education techniques must be of 
a type to insure maximum return of 
normal or physiological funtion. They 
must therefore be specific for the neuro- 
logical disability and even specific for 
the individual patient. Further studies 
in these therapy techniques are needed, 
and this patient presents an excellent 
source of clinical research. 


Fatigue as a general condition and 
more specifically fatigue as a mani- 
festation of motor power, motor endur- 
ance, and pattern endurance must be 
further studied. It certainly is not harm- 
ful when sensibly taxed and should not 
be a deterrent to 
therapy. 


All the allied fields of physical re- 
habilitation must be coordinated. The 
occupational therapist, the vocational 
therapist, and the speech therapist all 
have a vital function in the adequacy 
of an over-all treatment rogram for the 
patient afflicted with this disease. 

Lastly, but of extreme importance, 
the vocational rehabilitation agencies 
must be altered by an enlightened medi- 
cal profession, and the term progressive 
or recurrent no longer bar a patient 
from receiving a service of vital impor- 
tance in his physical, psychological, 
and social-economic readjustment. 


Rene Cailliet, M. D. 
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THE 


INTEGRATION OF GROUP 


ACTIVITY AND GROUP THERAPY 


By LOUIS HALLE, M.D. and ARTHUR LANDY 


The most suitable approach to the 
treatment of the mentally ill appears to 
lie in the use of group psychotherapy. 
This becomes increasingly evident as the 
number of neuropsychiatric patients 
anticipated for hospitalization in the 
future increases. 


This form of therapy for psychotic 
patients was first reported by Edward 
W. Lazeil (1) in 1921, who became 
aware of the need for therapy with a 
large number of patients on the wards, 
and a type of treatment which would 
include many patients who were inac- 
cessible to individual psychotherapy. 
From this thought came the plan of 
delivering a series of weekly lectures 
to the patients embodying psychoana- 
lysis, as welll as a program of interest 
and activity. Since then different meth- 
ods of approach and application have 
been advocated in group therapy as 
presented by G. W. Thomas (2) in 1943 
in a comprehensive review of the litera- 
ture. 


The task of rehabilitating the men- 
tally ill requires an approach and under- 
standing which deals with all aspects 
of the individual and his total per- 
sonality. To give them an acceptable 
home where they will gain satisfaction 
without recourse to the abnormal mecha- 
nisms necessary for adjustment is the 
basic aim. as has been pointed out by 
Wender (3). A “total push” type of 
program using all available facilities 
and therapies has proved of definite 
value, and provided the patient with 
two different means of re-integrating and 
strengthening his weakened ego. 
Through verbal and performance ac- 
tivities, or both, it may become possible 
for him to see his problem in a new 
light, and bring to an end the inadequate 
social adjustment which he has de- 
veloped. The problem in dealing with 
psychotic patients is to help them over- 
come their withdrawal from society. as 


their life long frustrations with subse- 
quent development of fear, hate, and 
guilt have isolated them from the crowd. 
They have forgotten what it means to 
be accepted by others on a truly equal 
basis. Group therapy has the distinct 
advantage of offering the opportunity 
to clear up the resistances developed 
by the individual. 


A pilot program, initiated at the 
Veterans Administration Hospital in 
Chillicothe, Ohio brought forth satis- 
factory preliminary findings to warrant 
additional study and research. The pro- 
gram is presented so that other in- 
terested hospitals may aid in collecting 
sufficient statistical data and informa- 
tion for the scientific evaluation of group 
therapy. 


The selection of psychotic patients 
for group therapy requires the same 
careful consideration any any other 
form of treatment. Lazell pointed out 
that patients with early Dementia 
Praecox did well; Altschuler (4) noted 
improvement in deteriorated patients, 
and Schilder (5) and Wender worked 


with “mildly psychotic” patients. 


In our program a number of factors 
were considered as prerequisites to join- 
ing the group. The prime consideration 
was the individual.s contact with reality. 
The patient’s inability to handle him- 
self in conversation, thereby becoming 
irrelevant or so preoccupied that he is 
unwilling to listen are considered »oor 
indications. In other words, the percep- 
tive pathways had to be functioning 
fairly adequately. Equally important 
was the affective state, or “feeling tone” 
of the individual. It is a matter of 
clinica | experience that improvement 
follows more rapidly in such definitive 
forms of treatment as electric shock, 
insulin, and the prefrontal leucotomy 
operation, where the agective component 
of the personality is alive and active. 


These same rinciples apply in group ' 
therapy. Those who are fighting their 
illness and express a desire for help in 
their struggle are more amenable to 
treatment. Those who show passivity 
and extreme repression of affect are 
most difficult to keep. Delusional pat- 
terns of thought not fixed or systematized 
as a result of years of operation did 
not handicap the patients, nor did audi- 
tory hallucinatory episodes which were 
transient and which did not entertain 
the patient at too frequent intervals 
during the day. The acceptance of the 
program as outlined to the patient. and 
his expression of willingness and interest 
to cooperate is essential. The patient’s 
will to get well coupled with the under- 
standing that he is maladjusted, and is 
desiorous of (as far as possible) under- 
standing the reason for his maladjust- 
ment proved of basic importance in se- 
lection. The intellectual capacity of the 
individual must of necessity be of suffi- 
cient caliber to establish intellectualiza- 
tion and basic unders*-nding. The dura- 
tion of illness is considered important. 
as the more rapid the onset and shorter 
the duration of the illness, the greater 
the opportunity for improvement. 


The aim of the “total push” group 
therapy program was to obtain the 
socialization of the patient. It was our 
endeavor to arouse his feelings and in- 
terests in all phases of social activity; 
the ideals of good living. tolerance, and 
general understanding. Much like mem- 
bers of a family in any community 
this group was engaged in educational, 
industrial, corrective, physical. recrea- 
tional and social activities. Our efforts 
were concentrated in making available 
to each individual positive satisfactions 
which it was felt would deter him from 
substituting abnormal mechanisms of 
adjustment. The group was repeatedly 
assured that something was to be done 
for their own welfare and interest. 


At first the task was to integrate the 
individual into the group. The team 
spirit and group association principles 
were stressed to help overcome ob- 
tacles. Once the group response was 
obtained, then the process of strengthen- 
ing the individual ego was attempted 
by competitive stimulation. Some mem- 
bers attained gratification in the educa- 


Dr. Louis Halle is at present Chief of the Neuropsychiatric Section at Crile Verrans Adminstration Hespital, Cleveland, Obio. 
Mr. Arthur Landy is at present Chief of Corrective Therapy at the Veterans Alministration Hospital, Chillicobe, Obio. 
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tional phase, others felt more at ease 
and natural when occupied in Corrective 
Therapy activities. Still others enjoyed 
the occupational and recreational aspects 
of our program. Given these flexible 
means of finding themselves, rapid gains 
were noted, and it was felt that after 
four months a fairly satisfactory prog- 
nostic opinion could be made regarding 
each member. 


The program of operation basically 
was to orient, educate, and socialize 
the patient in a dynamic sense using a 
coordinated plan with the cooperation 
of the Physical Medicine Rehabilitation 
Service, Social Service, and Special 
Service departments of the hospital. The 
staff included the psychiatrist in charge 
of the program, the rehabilitation group 
leader, social worker, corrective therapy 
instructors, occupational educational 
therapy instructor, and the recreational 
hostess. For purposes of coordination 
and proper operation of the program, 
weekly meetings were held by this team 
of therapists, at which time individual 
patients, and group progress were dis- 
cussed. Case histories were reviewed so 
that everyone concerned understood the 
background and dynamics of each pa- 
tient’s illness. The personnel it ap- 
peared, developed an intense interest in 
group which was later reflected in the 
attitude taken by the patients toward 
them. Staff members and therapists were 
invited to all social gatherings of the 
group, and this feeling of acceptance 
by the patients, that here were people 
who wanted to be with them proved of 
great value in their ultimate adjustment. 
Preliminary to the institution of the 
program, the psychiatrist interviewed 
each patient, giving him a briei account 
of the purpose behind group therapy 
as well as its objectives. At the initial 
meeting of the selected group of pa- 
tients, the entire staff was present. 
Friendly introductions were then made 
and the socal equality of those gathered 
made evident. 


To carry out this type of program in 
an institution where most of the patients 
received custodial care, it was thought 
best to maintain the group in a ward 
completely separated from other patients. 
The group had its own dayroom for rest, 
recreation programs, and their own 
sleeping dormitories. They ate, worked, 
and played together from 8:00 a.m. until 
bed time. An hourly schedule was 
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rigidly maintained using a ,‘total push” 
type of program in which friendliness, 
understanding and cooperation was the 
keynote. The daily schedule of the pro- 
gram consisted of the following: 


8:00—9:00 Shower and Breakfast 
9:15—10:30 Educational Therapy 
10:30—12:00 Corrective Therapy 
12:00—1:00 Dinner 

1:00—2:30 Occupational Therapy 
2:30—3:30 Recreational Activities 
3:30—4:30 Psychiatric Lectures 
5:00—6:00 Supper 


Evenings from 6:00—9:00 p.m. in- 
cluded music, parties, movies, dances, 
and visits to the library. Saturday 
morning was devoted to Social Services 
for group discussion and the afternoon 
consisted of a varied recreational pro- 
gram. On Sunday mornings individuals 
were permitted to attend church services, 
and the remainder of the day spent in 
free and restful activities. 


The psychiatrist in his daily lectures 
and discussion periods covered the sub- 
ject matter dealing with the develop- 
ment of the personality and certain 
phases of psychopathology. The follow- 
ing represents a list of the topics dis- 
cussed in language simple enough to 
reach the intellectual level and under- 
standin of each patient. 


Outline of Subject Matter for the 
Psychiatric Lectures were: 


Aims and Purposes of Group Therapy 
History of psychotherapy; modern aim of 
hospital in treating the mentally ill. Prin- 
ciples of group psychology. 

Man as a Group Animal 
Phylogenetic development of animal life; 
anthropological data relative to primitive 
life: modern propaganda methods as a 
motivating cohesive force. 

Comparative Anatomy of the Nervous System 
Development compared beginning with 

Amoeba to man. 

The Mind in Operation 
Function of different cortical areas. Function 

of hypothalmus. 

The Instincts 
Function, purposes, comparison between ani- 
mal and human urges. The Basic urges of 
self preservation and race preservation in 
man, 

The Emotions 
Its source, development and relationship to 
experience. Pleasure and pain principles in- 
volved; adjustment methods of control of 
emotions with reality. 

Intelligence 
Its function: level of aspiration and attain- 
ment: intellectual compared with emotional 
thinking. 

The Psychoanalytical Aspects of the Mind 
Development and function of the id, ego, 
and super-ego. 

The Unconscious and Conscious Motivations 
Influence in the developmental years: pat- 
tern of behavior arising from the storehouse 
of memories. 


The Total Personality 
Man in action; the different functions as 
cognitive, conative, affective and integrative. 
Influences of heredity and disease. 

The Environmental Influences 
Self against parents, school, society; pleasure 
principles vs. reality principles.. 

The Concept of the Normal Mind 
The need for inner equilibrium and positive 
social relationships. 

The Defenses of the Personality 
Conflict as the core of maladjustment; 
anxiety as the basic state resulting from 
fear, guilt, hate; detailed account of mecha- 
nisms used to resolve anxiety. 

The Development of the Personality 
Stages of growth from birth through the 
oral, anal, genital, puberty, adolescence, 
adult, involutional to the period of senility. 
The physiological and _ psychological _ in- 
fluences. 


Sexual Life of Man 
Religion of Man 
Man in War and Society 


These meetings were informal in set- 
ting and attitude, with the rigid teacher- 
pupil relationship avoided. The patients 
were exhorted repeatedly to “talk out” 
and “work through” the problems con- 
fronting them. Profuse examples, such 
as case histories, visual aids and charts, 
were used frequently in illustrating and 
clarifying the subject matter. The pa- 
tients were urged in a friendly manner 
to take part in discussions and were 
at times directly called upon to make 
comments and give replies to questions 
raised during this period. Through this 
means of catharsis it was felt that 
greater understanding was achieved by 
the individual in this process of learn- 
ing from others. Group action on a 
verbal plane eventually gave rise to evi- 
dent ego anxieties. This period of anx- 
ieties. This period of anxiety was mani- 
fested by somatic symptomatology, ir- 
ritability and motor restlessness which 
was evident in many individuals before 
improvement in attitude and response 
was noted. A negativistic attitude, either 
active or passive, of variable degree was 
expressed toward the psychiatrist, in- 
dividual members of the group, or the 
group as a whole. During this phase, 
the discussion periods were quite 
turbulent and active. While the occa- 
sional aggresive act was accepted, the 
individual was always corrected and 
given friendly advice regarding his fu- 
ture behavior. He was treated as an in- 
dividual with the absence of retaliation 
and punishment having a definite in- 
fluence in the development of group de- 
pendence and cooperation. Those who 
did well began to understand the root of 
conflict common to all, and the basis 
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upon which human adjustment is con- 
ceived. 


While psychoanalytic principles were 
used as a basis of the subject matter 
discussed, no attempt was made to probe 
deeply into the individual’s problems. 
Rather, modification of attitude and re- 
sponse was based on altering the imme- 
diate psychic material with less regard 
for the reminiscent experiences. The 
suppressive forces operating within the 
group environment eventually gave rise 
to behavior which conformed to the 
ideals advocated and approved by the 
group. They realized that the problems 
of the group were common to all, 
whether they were personal or social, 
and began stimulating those who were 
retarded. 


The duties of the Rehabilitation 
leader as employed in this program re- 
quire some explanation. The average 
mental hospital attendant is untrained 
to take part in actual therapy. The 
duties in this position involve more than 
those of the ordinary custodial atten- 
dant who bathes, shaves, dresses, and 
observes the behavior of his patients. 
The prime duty of this leader was to 
accompany the group in its daily ac- 
tivities, and of integrating himself with- 
in the group. During the daily course 
of events he worked and played with 
them, and thereby gained their respect 
and confidence. His personality was of 
a pleasing, congenial, and willing mem- 
ber who was always interested in their 
welfare. He was a steady influence for 
patients who occasionally showed ag- 
gressive tendencies, and his behavior 
served as a model for those in the group 
to follow. 


This leader was in a position to 
observe the patient’s behavior and then 
possibly direct it along socially accep- 
ted lines. The leader helped in coor- 
dinating the patients in the group with 
the various departments of the hospital, 
which in turn made it possible for him 
to give an overall picture of the group 
as they took part in the various therapies 
arranged for them. These duties made 
it imperative that the leader have some 
basic psychiatric experiences in handling 
patients, as well as being initially 
oriented with the scope, aims and ob- 
jectives of each particular therapy. 


The Social Worker met once weekly 
with the group during which she dis- 
cussed the sociological problems. The 


main thought and consideration through- 
out this phase of the program centered 
about the individual, his family, and the 
community to which he would eventual- 
ly return. The school, business world, 
marital understanding, and other similar 
problems were also discussed, especially 
when related to personality develop- 
ment. 


The scope of social work was inter- 
preted, as well as its functions in the 
community and hospitals. Situations en- 
countered by the patient in the past 
which involved his home environment, 
and childhood experiences were dis- 
cussed and at times presented through 
case histories. It was after these dis- 
cussions that the patient was further 
interviewed, and his personal problems 
more fully dealt with. 


The problem of slums, delinquency, 
broken homes, parental attitudes, were 
brought before the group by other pa- 
tients at which time the group itself 
was encouraged to contribute. Patients 
were urged to discuss subjects as freely 
as they wished before the group, and 
individual problems were sometimes re- 
lated to them. 


In cases, where it was felt that the 
individual would return to his family, 
an exort was made to make reasonably 
certain that the patient’s home environ- 
ment and parental relationships were as 
conducive as possible to general under- 
standing and peace of mind. Some of 
the parents and relatives were met and 
oriented, while others were referred to 
the family welfare agency for case work 
treatments. The veterans were _inter- 
viewed before leaving, and given in- 
formation about community resources, 
as well as aided in making an adjust- 
ment to home and community with a 
minimum amount of stigma attached to 
their hospitalization. 


The Occupational Therapy depart- 
ment made available a variety of arts 
and crafts such as drawing, painting, 
leather work, and woodwork which in- 
terested the men. Group drawing was 
the first phase of activity inaugurated 
which consisted of drawing a given sub- 
ject which would be of diagnostic and 
therapeutic value. This art work was 
then often correlated with the subject 
matter being discussed by the psy- 
chiatrist. These pictures, it was felt, 
gave a fairly good projective study of 
the unconscious, in addtion to being an 
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adequate yardstick of the improvement 
being made. 


Various forms of craftwork were 
chosen and each individual given an op- 
portunity to develop his own initiative 
a little more fully. Interest was de- 
veloped in producing objects of value, 
which gave the men satisfaction and the 
much needed confidence in their ability 
to do and make things. Projects such 
as designing wallets, plexiglas items and 
jewelry, were begun and proved to be a 
great motivating factor in the develop- 
ment of further ideas and thoughts along 
these lines. It also proved some mem- 
bers of the group to have rather unusual 
ability and talents. 


Woodwork was later added and made 
a definite part of the occupational 
therapy program. The group as a unit 
combined its efforts to make a birdhouse 
after some comment had been made dur- 
ing the educational hour concerning the 
weather, and that many of the birds 
about the hospital grounds would perish. 


With this completed other materials 
such as bookends, cabinet work, leather- 
craft, and plexiglas articles were made 
while in a group. These projects con- 
cluded it was then decided to transfer 
the men to an active closed shop where 
they could work with other patients 
who were busy at various occupational 
therapy crafts. The initial entrance into 
such a combined program caused a great 
deal of comment and reaction, and as 
was later felt made for greated adjust- 
ment. During this period, it was the 
group members who appeared more in- 
terested in others as well as themselves. 
They seemed eager to help, and alert 
as to what was happening and going on 
in the shop. The contrast in spirit, in- 
terest, and group interdependence was 
quite evident and noticeable. The op- 
portunity of allowing these men to 
“work through” some of the repressed 
feelings which they could not “talk out” 
proved of basic importance in utilizing 
the efforts of the occupational therapy 
department. 


The Educational Therapy instructor 
discussed daily with the group such sub- 
jects as history, current events, geog- 
rapy, economics, and other related topics 
to add in the socialization of the indi- 
vidual and special emphasis was placed 
upon the relations and interactions of 
the individual and the group. 

(Continued on page 27) 
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Editorial 


Understanding illness and treating sick people consists of 
something more than a knowledge of disease and the appli- 
cation of therapeutic exercises. This brought out rather 
forcibly daily in all Corrective Therapy clinics throughout 
the country. Two patients being treated for the same disease 
entity will react differently to the same therapy, with the 
result that while one patient has been restored to his fullest 
functional capacity, the other will remain hospitalized in- 
definitely and become a burden to himself and to the com- 
munity. 





What are the possible causes for these different results in 
two patients with the same illness? Perhaps the outstanding 
cause lies within the fault of the therapist himself. We, as 
therapists, have been too prone to treat the individual in 
terms of his specific disability, and as a result, have lost 
sight of the fact that we are primarily dealing with a total 
personality. This total personality not only reacts to his 
disease, but also to a multitude of social, economic and 
psychological problems daily. If any of these problems be- 
come paramount in the individual’s mind, it becomes im- 
possible for him to derive value from any therapy. He will 
become more and more absorbed in his personal problems 
of other than his disease and gradually will lose all hope in 
recovering from his specific disease entity. 


What does this mean from the viewpoint of the therapist 
who is treating this individual? It becomes incumbent for 
the therapist to widen his horizons in relation to the indi- 
vidual he is treating. Is this an individual who wants to get 
well as quickly as possible in order to assume his role in 
society, or is this an individual whose life has been aimless 
and has never set himself to some goal. All this is as re- 
levant to the end results as is the actual application of 
therapy. 


It also become incumbent upon the therapist to learn as 
much as he can in a subtle manner concerning the indi- 
vidual’s economic and social status within his community in 
order to effect positive results. The therapist should employ 
part of his time with the patient in the attempt to discuss 
the latter’s problems in regard to his standing in his com- 
munity. This is as important for good results as is the actual 
application of therapy. 


The concept developed above is an old concept that has 
tended to be lost sight of with the coming of the age of 
specialization in medicine, but in light of clinical experience 
is just as relevant today as it was in the days of the horse 
and buggy practitioner. It is the concept of the total ap- 
proach to the individual; it has proven to be a firm basis 
for the application of Corrective Therapy in the attempt 
to restore the individual to his fullest functional capacity. 








We Introduce 





Meet your new presi- 
dent . . . Raymond 
Swanson, who has done 
an outstanding job in 
the field of rehabilita- 
tion and who is now 
| located in an adminis- 
trative position — in 
physical medicine rehabilitation. Mr. 
Swanson has had extensive experience 
as a civilian and as an officer in the 
U.S. Air Forces during the war. With 
the invaluable experience and insight 
that our new president posseses con- 
cerning our every day problems, we in 
the association for physical and mental 
rehabilitation can look forward to a 
banner year. 





Your president elect 
— — — George Dev- 
ins, chief of corrective 
therapy, physical Medi- 
cine rehabilitation, Vet- 
erans administration 
Hospital, Van Nuys, 
California. Mr. Devins, 
popular chief of corrective therapy on 
the west coast, was instrumental in 
formulating a dynamic program for 
patients with spinal cord disabilities in 
that area. With Mr. Devins background 
in the armed forces and as a civilian 
corrective therapist his knowledge of 
the total clinical program regarding pa- 
tient treatment is one that gives him 
profound understanding of the total ap- 
proach in physical medicine rehabilita- 
tion. 





Director of Publica- 
tions and research — 
— — Mr. Leo Berner 
has been in the field of 
rehabilitation for 12 
years. He has worked 
in both General Medi- 
cal and Surgical Hospi- 
tals and Mental Hospitals. His ex- 
perience has covered civilian, Army, and 
Government Agencies. His dynamic 
personality has led him to achieve the 
recognition of corrective therapy at the 
Bronx Veterans Hospital. As a leader 
Mr. Berner displayed outstanding ability 
to organize and administer a clinical 
program for all corrective therapy stu- 
dents at Columbia University, New 
york University, and Hunter College. 
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PRINCIPLES OF EMOTIONAL 


REHABILITATION 
By J. H. W. VAN OPHUUSEN, M. D.* 


There is no province in the realm 
of medicine in which it is as necessary 
as it is in the province of psychiatry 
to use language carefully and with full 
command of technical terminology. Hav- 
ing been told many times by a father 
who was a great scholar that the proof 
of knowing something really well is the 
ability to express it in plain, ordinary 
i.e., non-technical language, I decided 
to submit myself to a test and to use 
as few technical terms as possible. What 
I have to say may, perhaps, sound less 
scholarly, but the risk of being mis- 
understood will be smailer. 


Rehabilitation is a technical term. 
According to the dictionary it means: 
restoration to a former status, condi- 
tion or rank. It became a technical word 
in medicine, when its meaning was re- 
stricted to indicate only the restoration 
of one’s former status of a well func- 
tioning member of one’s community. 
Acceptance by this community is im- 
plied, as is most clearly exemplified by 
its application to those cases in which 
that acceptance had been forfeited as 
e.g.. addiction and delinquency. It can- 
not be denied that, according to our 
modern and wide concept of health, re- 
habilitation is therapy. However, it has 
hecome customery to differentiate those 
twq. One might perhaps say that ther- 
apy tries to provide the patient with the 
tools: a healthy body, an artificial limb. 
an eager mind or an emotional condi- 
tion which make readjustment possible, 
whereas rehabilitation tries to teach him 
how to use such tools, if he is unable 
to learn that my himself, by means of 
proper exercise, of careful instruction 
or of intellectual training. | am leaving 
out the use of the desirable emotional 
condition because we know that without 
such condition nothing can be achieved 
and also because the rehabilitation tech- 
niques contribute to its development in 
their own manner.) Thus rehabilitation 
appears an extension of what used to be 
considered thrapy proper; -it has its 
own domain and the growing recogni- 
tion of its importance is expressed in a 


steadily increasing interest in and study 
of the processes of restoration and in 
the fact that the therapist, i.e., the phy- 
sician is no longer to handle this last 
phase of therapy, but leaves it in the 
hands of qualified technicians. 


Of course this deos not or should not 
mean that rehabilitation could make it- 
self independent from medical therapy. 
It is the medical man who has learned 
to recognize the disorders which can 
befall human beings. He has learned 
how to arrive at a diagnosis and, if we 
consider the diagnostic term as a code 
word which calls to mind a certain type 
of disorder which is caused by a certain 
or maybe an unknown cause and which 
usually follows its own pattern of de- 
velopment, we are justified in stating 
that without diagnosis planned and ra- 
tional therapy and rehabilitation are 
not possible. As a psychiatrist and in- 
corrigible schoolmaster | can not re- 
frain from adding that good deal ot 
the success of the entire therapy of psy- 
chiatric disorders depends on early diag- 
nosis. It goes without saying that the 
meaning of the diagnostic code word 
as defined before must be translated 
into the language of personality assets 
and liabilities and of adjustment possi- 
bilities and requirements before it be- 
comes of value to the rehabilitation 
technician. 


The cooperation between the physi- 
cian and the rehabilitation technician is 
as you know only another example of 
what is called temwork which has been 
accepted in many fields of the art of 
healing. In such a team the physician 
is either actually or in absentia the 
central figure, for the simple reason 
that he is the only one who by educa- 
tion, training and experience possesses 
the diagnostic skill and the therapeutic 
grasp necessary for his task. This does 
not mean, of course, that the other mem- 
bers of the team could not do any inde- 
pendent work of a technical or research 
nature. On the contrary. such work 
should be encouraged. I am speaking 
from experience. Teamwork was intro- 
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duced many years ago as accepted prac- 
tice by the child guidance agency with 
which I have been connected for a long 
time. Psychiatric social worker, super- 
visor, psychologist and psychiatrist each 
have their particular function and their 
particular function and their special 
contribution to the work of the agency. 
In addition a relatively large number of 
the workers and supervisors and the 
psychologists have from time to time 
proved by their publications that par- 
ticipation in teamwork does not mean 
loss of independent thinking and _ini- 
tiative. 


New developments in therapy are 
usually initiated by physicians and, 
whenever they take place, they inevi- 
tably influence all the phases of the 
therapeutic process, including, of course 
rehabilitation. If I may, I would like to 
present psychiatry as an example. 


I would like to remind you of the 
surprising effect which the introduction 
of systematic occupational therapy has 
had on our handling and stimulating of 
the patients’ readjustment efforts. May 
I add that with a further development 
of occupational therapy into work, or 
labor, or trade-therapy—whichever term 
you prefer— more and most amazing 
changes in the rehabilitation phase will 
take place. 


I would like to remind you of the 
alteration of the physiognomy of the 
psychiatric ward brought about by the 
introduction of first the chemical and 
then the electro-convulsion therapies. 
You will surely remember the new prob- 
lems—no longer problems now—with 
which you were confronted and which 
challenged your skill and inventiveness. 


I would like to remind you of the 
effect which two diametrically opposed 
methods of treatment have had on our 
thinking in terms of readjustment and 
rehabilitation. You guess, of course, 
that I am referring to the re-emphasis 
on psychotherapy to which the war ex- 
periences forced us on the one hand 
and the development of brain surgery 
on the other. The influence of such de- 
velopments is being felt even in the 
area bordering on the normal. 


I hope you will forgive me_ this 
lengthy introduction. I needed it in 
order to acquain you with some of 
my views on the place of rehabilitation 
in therapeutic practices, on its relation- 
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ship to therapy in the narrower senses 
of the word and on its contributions 
to our medical science. 


Each medical specialty in turn has 
made contributions to rehabilitation and 
continues to do so. The title of my paper 
indicates that I wish to discuss a psy- 
chiatric contribution to rehabilitation. | 
hope o be able to show that this con- 
ribution is of value not nly in the hand- 
ling of psychiatric patients but also of 
patients belonging to all other diagnos- 
tic groups. How old the adage is that the 
task of the therapist is not to treat and 
if possible to cure the illness but to 
treat and if possible to cure the ill 
[ would not be able to tell. 
After having been forgotten except by 
a very few an increasing number of 
thrapists seems to remember it again 
and to study its implications. The in- 
terest in the so-called psychosomatic 
disorders is an expression of this re- 
vival. We now asume on the basis of 
experience that the entire individual is 
affected by whatever illness hits it, even 
if its specific features seem to be 
limited to a small area and of course 
the more so if they are not thus limited. 
By entire individual | mean all its physi- 
cal and psychic functions. The dis- 
turbance of the integrated psychic func- 
tions becomes evident in changes in the 
personality. Roughly speaking we may 
say that we can distinguish three kinds 
of such changes. In the first place we 
may observe changes which are the 
direct result of the cause of the dis- 
turbance we call illness. These can be 
hardly discernable and _ practically 
absent as in the case of a localized 
trauma as, e.g., in general paresis or 
arteriosclerosis of the central nervous 
system. In the second place we may 
observe those chanes which are the ill 
person’s reactions to his awareness of 
the effect of his illness. These to vary 
from hardly discernable to most strik- 
ingly abnormal. We expect the relatively 
healthy person who breaks his leg to 
say, “In a few weeks I will be up and 
around again. It is a pity that it should 
have happened just now, but Ill make 
up for it”. On the other hand, we will 
not be surprised to hear the general 
paretic, who is blind, state in his de- 
lusional denial of this painful fact, that 
he sees the doctor who speaks to him 
very clearly and to add in a charac- 
terisitic delusional compensation of his 
libidinal impoverishment that: why, of 


person 
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course he also sees all those beautiful 
women who surround the doctor and 
when he, who possesses all the women 
in the world, has made available to his 
doctor. In between these extremes of 
healthy optimism and pathologic de- 
lusional grandeur we usually find all 
degrees of depressive reaction, which I 
will not describe to you. In the third 
place we may find those changes of the 
personality which express the indi- 
vidual’s reaction to his awareness of the 
disturbances of his relationship with his 
environment, caused by his_ illness. 
There again we have all grades of 
changes from the thankfulness of the 
relatively healthy person for all the 
care he receives to the anger and sus- 
picion of this patient who behaves as 
through the whole world were conspiring 
against him, or the depression of that 
other one who fears that he is bound 
to lose the affection of those who are 
near to him. 


These personality changes are always 
present regardless of the nature of the 
cause of the disorder, be it a physical 
trauma, an infection, an intoxication or 
an unfavorable set of environmental 
circumstances. It is readily understand- 
able that their extent will greatly depend 
on the disorder which caused their ap- 
pearance in the first place. It is a matter 
of general experience that even in cases 
in which there is no indication of a 
psychotic condition the secondary per- 
sonality changes or the reactive ones, 
if you prefer, may greatly aggravate 
the handling of the primary disorder ‘by 
the physician and his technicians. 


It is with regard to this well estab- 
lished fact that psychiatry can be help- 
ful in the entire field of rehabilitation 
—I mean: not only in the rehabilitation 
of psychiatric patients. Psychiatric and 
more specifically psychoanalytic inves- 
tiations have thrown a great deal of 
light on the rules which seem to govern 
the formation of secondary reactions to 
illness so much so that the knowledge 
of these rules enables us to formulate 
a number of principles of emotional re- 
habilitation. It will suffice to merely 
mention that emotional rehabilitation is 
only a part of the task of the technician, 
but no one will deny that it is a very 
important, if not its most important 
part. 


_ Psychoanalytic investigation has 
hrought to light that the personality 


changes which develop in reaction to 
illness show a great resemblance with 
one of the groups of psychiatric dis- 
orders which we consider to be the 
individual’s reaction to a special type 
of environmental situations and which 
are generally known by the term: psy- 
choneuroses. This resemblance is so close 
that already many years ago a well- 
known Hungarian psychoanalyst, Feren- 
czi, suggested to call them patho- 
neuroses, i.e., neuroses which develop 
on the soil of a pathological condition. 
I don’t believe that it is necessary to 
to explain why in rehabilitation we have 
constantly to reckon with pathoneurotic 
phenomena. 


Let me just assume that it is a matter 
of daily experience to all of you that 
emotional disturbances are the most 
frequent obstacles on the road to com- 
plete rehabilitation. In the form of de- 
pression or a feeling of inferiority, in 
the form of fear, in the form of hosility 
and aggressiveness, in the form of ever- 
rating of one’s assets and abilities and 
many others, emotional disorder has a 
marked frustrating effect on all efforts 
at re-adjustment after a period during 
which one or another illness had made 
all proper functioning impossible. 


It is of course also known to all of 
you that the acquisition of skills and 
knowledge by itself has a favorable 
effect on whatever emotional imbalance 
there may be present in some of your 
patients. Although this even happens in 
those who showed severe disorders it 
is more often observed in patients who 
were not too severely ill. It is one of 
the tasks of the science of rehabilitation 
to choose for each single patient that 
kind of physical or mental activities 
for which he has the greatest aptitude. 
From these he will derive the greatest 
amount of satisfaction and this will 
contribute greatly to dispelling his 
doubts about himself and his fears. You 
will agree with me that the persons who 
do not need more than just this kind of 
help form only a small minority of 
those who need and seek your help or 
are referred to you. 


In the majority of your patients you 
will find a remarkable phenomenon: 
whereas they profess a great eagerness 
to achieve complete adjustment, at the 
same time they manifest certain be- 
havioral peculiarities which seem to in- 
dicate trends which run counter to this 
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objective. One might say that they seem 
simultaneously to want and not to want 
to be successful in their efforts. If one 
were to ask them whether they want to 
succeed they would most emphatically 
affirm this, just as they would most 
emphatically deny any tendency in the 
opposite direction and perhaps point out 
how stupid or foolish that would be. 
One gets the impression that they are 
not aware of such trends and that mere 
reasoning is quite unable to convince 
the of their existence. In sucmh a case 
the technical language uses the term 
unconscious and says that this wish or 
that trend is unconscious. Of course, 
you have all learned that it is very 
unwise to even mention such uncon- 
scious and says that this wish or that 
trend is unconscious. Of course, you 
have all learned that it is very unwise 
to even mention such unconscious fac- 
tors, when it is necessary to draw the 
patient’s attention to what we consider 
to be one of their results. Let us assume 
that a patient is trying to acquire one 
or the other physical skill, the carrying 
out of a complicated action. We do not 
seldom bserve that he wuld be prefectly 
able to do so, if it weren’t for the fact 
that somewhere in the process his mus- 
cles seem to get rigid and he loses his 
mastery over them. It would be sheer 
foolishness to say to him, “You give 
the impression of not wanting to learn 
how to execute this movement” and it 
would not make it any.better to qualify 
that unwillingness as being unconscious. 
Of course you all know how to handle 
such situations. | mentioned this one 
not for the purpose of teaching you 
something you already know, but in 
order to proceed from this observation 
of conflicting forces in the patient, one 
of which is unconscious, to the discus- 
sion of that process which leads to the 
development of such an inner conflict. 


Whenever a person finds himself 
thwarted in his so-called normal de- 
velopment, regardless of what the cause 
of this disturbance be and he is unable 
to overcome it, he must find some 
manner in which he can make the dis- 
tressing situation bearable. This becomes 
more imperative the longer it lasts. No- 
body is able to bear unmitigated suffer- 
ing forever. If life no longer offers 
somee satisfaction or gratification, death 
becomes preferable and seems to hold 
the fulfillment of promises which life 
has not kept. Suicide in one form or 


another is attempted. However, ex- 
perience teaches us that in by far the 
greater majority of cases the human 
being seems to be able to change his 
attitude towards deprivation in such a 
manner that his desting becomes toler- 
able. This is achieved in a manner which 
is familiar to all of us at least to a 
certain extent. When reality no longer 
gives us what we would like to have, 
phantasy comes to the rescue and im- 
agnation fulfills our unfulfilled wishes. 
In doing so it uses memories of happy 
experiences in the past and reactivates 
forgotten images. The person in whom 
this procss takes places changes; he 
loses interest in those things which were 
valuable to him before and begins to 
attach value and to become dependent 
on things which he should have or at 
least believes to have outgrown. He seeks 
refuge in the past and we notice that 
his relationship to the present shows 
many childish characteristics. It is easy 
to recognize how, if the unsurmountable 
obstacle in his way is an illness, the 
dependency and helplessness which were 
unbearable to the more or less mature 
person, become acceptable to the child 
in him. This process of reactivation of 
past behavior patterns is called regres- 
sion. We have learned that regression is 
the reaction to the unsurmountable 
obstacle, the inescapable frustration nd 
the uncompensated for deprivation. The 
first guiding principle in rehabilitation 
is the recognition that in the majority 
of cases one has to do with an individual 
in whom his past, his childhood, has 
gained in influence over that part of 
his personality which remained in full 
contact with the actual reality. To this 
part the regressive reactivation is just 
as little acceptable as it would be to 
us if we did not happen to have the 
obligation of helping this person in 
solving the conflict between his ego 
and the unacceptable but powerful child 
in him. In passing I wish to mention 
that regression does not necessarily lead 
to a state of inner conflict. There are 
other developmental possibilities which 
I will leave undiscussed at this point. 


The second rule we have found is 
that once psychic energy has found an 
organized expression in terms of atti- 
tude, interest, etc. it becomes very diffi- 
cult to bring about a change. There is 
a marked aversion against any change 
in its channelization. Once anachronistic 
patterns of behavior have been reacti- 
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vated they will cotinue to be used, al- 
though the necessity is no longer there. 
It leads to the fact that relationships 
with the environment — in illness that 
includes you and me—are highly 
colored by the peculiarities of past re- 
lationships. This phenomenon is called 
transference. It leads to the second guid- 
ing principle viz. to remain aware of the 
difference between the realistic relation- 
ship and the anachronistic transference. 
The transference is, of course, and ex- 
pression of the aversion against change. 

Our aim in therapy and rehabilitation 
is to make it possible for the patient 
to return to his old or maybe even a 
higher level of functioning. The holding 
on to past patterns must be given up. 
It will be given up if this holding on 
repeatedly leads to disappointment. This 
is our experience. It enables us to 
formulate our third guiding principle: 
it is not only necessary to be constantiy 
aware of the demands of the child in 
the patient, of his transference, but also 
to deny this child all satisfaction and 
keep the relationship with him on the 
level of his adult personality. Some- 
thing very interesting will happen. Just 
as in the past his illness became the 
obstacle which forced him into regres- 
sion, at this point we become the ob- 
stacle in the way of the child in him 
and force him back as it were into the 
period prior to the formation of his 
limiting pattern and free him from it. 
We could maybe build up this story 
around the point I want to make: to 
the child in our patient the world to 
which we want him to return is some- 
thing frightening and perhaps forbid- 
den, depending on his past experiences. 
By his behavior he tells us: “Please, 
stay with me. | am afraid of that world” 
or “Don’t let me go out there. It is bad. 
I will be punished”. If we cater to this 
child, he will never try. If we don’t, 
without of course at any time with- 
drawing our interest, he will realize 
that this pattern does not help him not 
to lose us. And the only change he can 
make is to another psychological posi- 
tion in which the world was not yet 
either frightening or bad. If we ask 
him at this time to come with us he will, 
without fear and without guilt feeling. 

Permit me to repeat what I said in 
a different form. If we want to be 
successful in the handling of the emo- 
tional difficulties which prevent re- 
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While my subject contains the word 
“Neuropsychiatric”, for purposes of 
clarity I would like to discuss first, the 
individual whose principal illness is 
psychiatric, and then later, the patient 
who is suffering primarily from a neuro- 
logical disability. It should, of course, 
be recognized that a psychiatric patient 
can have neurological changes as well 
as a neurological patient psychiatric 
complications. 


I would like to take a moment to 
discuss our basic philosophy in caring 
for the psychiatric patient. What can 
such a patient expect from us. We be- 
lieve that we can say categorically that 
the individual with a psychiatric dis- 
ability will be considered actually sick. 
He will be treated as a sick person. 
Further, we attempt to provide treat- 
ment facilities for these patients com- 
parable to those required for satisfactory 
treatment of the general medical and 
surgical patient, with such changes as 
may be necessary because of the par- 
ticular condition of these patients. It 
is to the credit of Physcial Medicine 
Rehabilitation in the Veterans Adminis- 
tration that their approach to the care 
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habilitation, we have to remind ourselves 
of three principles: 


1. Our patient was forced by his fate 
into seeking refuge in partial re- 
identification with his past which 
led to the development of an in- 
ternal confiict; 

2. We have to deny him the grati- 
fication of all his reactivated 
childhood urges, while keeping 
the relationship on the level of 
his normal personality; 

3. This will again force him into a 
regression which will lead him 
into a phase during which he was 
not yet hampered by imposed 
limitations. At this point we must 
not fail to encourage him to move 
forward again, without imposing 
conditions. 


These principles are easy to remem- 
ber. The facts which led to their formu- 
lation are known to you. I wish you 
would test the correctness of my con- 
clusions and the validity f my formula- 
tions. 


REHABILITATION OF THE 


NEUROPSYCHIATRIC PATIENT 
By HARVEY J. TOMPKINS, M.D. 
*Chief Psychiatry and Neurology Division, 


Veterans Administration, Washington, D. C. 


and treatment of the psychiatric patient 
has been based on a similar thesis. 


To implement this program, the medi- 
cal man and the hospital administrator 
have had the opportunity of sitting down 
with the architect and help develop 
plans for our hospitals. The medical 
clinician and the medical administrator 
serve as active consultants to the archi- 
tect. We thus help insure a functional 
arrangement within the hospital and 
what is more important, insofar as is 
practical, the physical facilities are 
adapted to change in accordance with 
the progress of medicine. In this way, 
we guard against the possibility of the 
hospital being outmoded a relatively 
short time after it is built. In designing 
these hospitals, or in developing altera- 
tions in existing VA hospitals, we have 
had the active cooperation of the various 
Sections of Physical Medicine Rehabili- 


tation. 


In order to support our program of 
treatment for the psychiatric patient, 
it has been necessary that the individuals 
who come in contact with these patients 
should be adequately trained in psy- 
chiatry. All Services are expected and 
encouraged to develop a teaching atmo- 
sphere and engage in research; only in 
this way can our patients obtain the 
best treatment possible. Much has been 
written about the team concept of 
diagnosis and treatment in our hospitals. 
I am not speaking only of those caring 
for psychiatric patients, but that which 
is encouraged to exist in all VA hospi- 
tals, general medical and surgical and 
tuberculosis as well. However, we in 
psychiatry feel that we are particularly 
conscious of the need for the team ap- 
proach in the hospital and clinic. We 
believe that improvement and rehabilita- 
tion of our patients has come about 
more readily and more completely be- 
cause of the integrated treatment team 
that we are developing. Our patient 
load, as you well know, is rather large. 


There are over 55,000 neuropsychiatric 
and neurological patients under hospital 
treatment. There are currently, approxi- 
mately 7,000 on the waiting list. Our 
potential hospital load for next year, 
1950, is 70,000 and in 1955, 90,000. 
VA out-patient clinics have treated 
60,000 psychiatric patients since the 
institution of the mental hygiene clinics 
in 1946 but have only reached 21-25% 
of the load. | mention these figures not 
only to acquaint you with the magni- 
tude of the psychiatric and neurological 
problem in the Veterans Administration, 
but also to have it serve as an index 
to the number in need of treatment in 
the general population. Obviously, we 
are obliged to seek a mass approach if 
we are to give adequate treatment to 
any appreciable number of these sick 
individuals. There is need for a great 
amount of research to develop group 
approaches, and to shorten the required 
period of individual attention given a 
patient. This should not be limited 
specifically to psychiatric techniques. 
Physical Medicine Rehabilitation and 
other allied and ancillary services 
should be just as conscious of the neces- 
sity of controlled investigation. To re- 
peat, if we are correct in our philosophy, 
as regards the treatment of psychiatric 
disabilities, then to carry our mission we 
need the physical facilities, the training. 
the research, and in a very practical 
sense, an integrated treatment-team pro- 
gram. 


We believe that this treatment team 
can work effectively if the following 
conditions are met: if at all possible, 
the psychiatrist who admits the patient, 
initially treats him, should carry the 
patient throughout his period of hospi- 
talization—this psychiatrist remains re- 
sponsible for the patient. Continuing 
the same psychiatrist with the individual 
patient is obviously impractical in most 
of our NP hospitals because of the 
shortage of psychiatrists. It is necessary 
in most instances to transfer the re- 
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ponsibility for the patient to other psy- 


chiatrists as the patient 
through the hosital. 


progressess 


We recognize, legally or ethically, 
that the physician cannot transfer ac- 
countability to a professional individual 
other than a physician, nor does such 
an individual, regardless of his capa- 
bilities or the nature of his training, 
wish to assume independent medical 
responsibility. The physician may, how- 
ever, delegate any portion of his duties 
to any individual, professional, sub- 
professional, or non-professional, who, 
in his considered opinion, can benefit 
the patient. Such an individual is then 
accountable to the physician for the 
results achieved, answerable to his own 
particular specialty for the techniques 
used, and responsible to the patient 
for a workman-like and _ professional 
job. An example applicable to all such 
relationships will make this clear. The 
physician refers a patient to a serologist 
for a blood Wasserman. The serologist’s 
accountability to the physician requires 
that he perform this test to the best of 
his ability, apply all his skill and initia- 
tive, take every safeguard to insure an 
accurate result, and report to the physi- 
cian the outcome of the test, whatever 
it may be. His responsibility to the 
patient is to discharge the request of the 
physician within the field of his com- 
petence. 


To further clarify what I have just 
said, it must be borne in mind that for 
purposes of this paper I am speaking 
of the sychiatric patient hospitalized 
principally for an emotional or mental 
illness and of the treatment accorded 
him for his psychiatric disability. As 
soon as the patient’s condition ceases 
of the psychiatric patient hospitalized 
to be primarily psychiatric, the psy- 
chiatrist, of course, relinquishes his 
principal role in the team concept. The 
physiatrist may assume leadership or, 
for example, in the presence of a sur- 
gical condition, the surgeon. 


In view of these considerations, what 
actually is being done in our hospitals? 
The character and quality of treatment 
afforder psychiatric patients is the re- 
sponsibility of the Chief of Professional 
Service, or in the case of NP Services 
in general hospitals, the Chief of the 
Service under the general supervision 
of the Chief of Professional Service. 
He has the responsibility of developing 


the over-all treatment planning. To do 
so, he needs the advice not only of the 
physicians but also the personnel of 
the allied and ancillary hospital serv- 
ices. This can be most effectively ac- 
complished by a mutual understanding 
of the objectives of each service, their 
potentialities, and limitations, gained 
through personal contacts singly and in 
groups. It means that information con- 
cerning the individual activities of each 
Service, Division and Section should 
flow freely between the personnel as- 
signed, which again necessitates personal 
discussions, singly or in the aggregate. 
It is mandatory in this cooperative effort 
that there be due recognition of the 
fundamental fact that no one group is 
able to provide a complete treatment 
program for a hospitalized psychiatric 
patient. Each has its contribution to 
make, which can be molded to the best 
interests of the patient by the directing 
psychiatrist. Overlapping does occur 
and, while in certain situations, produces 
tensions between individuals and groups, 
much can be done to alleviate the re- 
sultant discord by the sympathetic rec- 
ognition that many of the specialties 
in our hospitals are of comparatively 
recent origin and have not as yet had 
sufficient experience to fix the limits 
of their particular fields. The advisa- 
bility of providing definite boundaries 
is questionable at any time—progress 
is threatened because of the ever present 
possibility of becoming satisfied with 
the status quo. Re-duplication of effort 
can be obviated by coordination of effort 
—a clear day-to-day understanding by 
everyone in the hospital of the activities 
of others. This need of coordination 
and integration of effort is not limited 
to the non-psychiatric services in the 
hospital. Psychiatrists themselves must 
actively cooperate, have information 
concerning the abilities and efforts of 
the other specialties and disciplines and 
be prepared to enter into a mutually 
cooperative venture in the treatment of 
the patients. 


This bears repetition. While we in 
psychiatry will readily admit that the 
total treatment needs of particular pa- 
ients indicate that we cannot and, 
herefore, do not wish to treat these 
psychiatrically ill patients alone, in- 
sufficient interest is shown by many of 
us in stimulating the participation of 
allied an ancillary services. Too often 
the hospital psychiatrist sends his pa- 
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tient to O.T., P.T., or C.T. without an 
adequate grasp of what these services 
can actually do for the patient. Perhaps 
we do not stress as completely as we 
should our need for the assistance of 
other disciplines. This is borne out by 
the quite frequent complaint of those 
engaged in Physical Medicine Rehabili- 
tation that the information required by 
the therapist for successful treatment 
within his sphere is not, in many in- 
stances, forthcoming from the referring 
psychiatrist, that progress notes of the 
therapist are to some extent disregarded, 
that visits by the physician to the vari- 
ous clinics are infrequent. We feel that 
a psychiatrist is just as much subject 
to criticism when he demonstrates his 
incompetence in sustaining his role in 
the total rehabilitation program as he 
would be if he failed to adequately 
direct and supervise the electric or in- 
sulin shock therapies. When once it is 
believed in individual instances that 
the condition of the patient cannot be 
treated by specific psychological means 
alone, then the psychiatrist’s responsi- 
bility to the patient demand he be suffi- 
ciently qualified to recognize and utilize 
the aid of the indicated allied or 
ancillary services. These situations, at 
least in the VA, have been somewhat 
alleviated by the development of the 
traveling team from Central Office, com- 
posed of interested disciplines, which 
is evaluating and offering constructive 
criticisms of the various rehabilitation 
programs in our hospitals. It is my hope 
that the various psychiatric residency 
training programs will eventually place 
more emphasis on the different phases of 
physical medicine rehabilitation. I 
would also add that training courses 
in P.M.R. should give recognition to 
the need of developing individual in- 
terest and ability to assist in the re- 
habilitation of the psychiatric patient, 
particularly the psychotic. 


When the total treatment program of 
the hospital has been developed by joint 
action of all services, under the super- 
vision of the Chief of Professional Serv- 
ice, or Clinical Director, responsibility 
for developing the treatment program 
for individual patients under the broad 
outlines of this treatment program de- 
volves on the psychiatrist. However, he 
loses his effectiveness if he does not 
make himself available for advice and 
criticism from the other services. The 
team concept that developed the total 
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hospital treatment program under the 
auspices of the Chief of Professional 
Service should be re-duplicated for the 
individual patient, under the direct 
supervision of the ward physician. 
While I do not wish to belabor this 
point of cooperation and mutual under- 
standing, a point should be made that 
there is also a necessity of similar 
function between the units in a specialty. 
I refer specifically to the Sections as 
we have them in Physical Medicine 
Rehabilitation. Occupational therapy, 
Manual Arts therapy, Education therapy, 
Corrective and Physical therapy are 
parts of a whole. 


Supervision of these approaches tu 
rehabilitation and the responsibility of 
integrating their specific techniques is 
the duty of the physiatrist. It would be 
well if he allowed a sufficient amount 
of flexibility and not require sharply 
defined areas of jurisdiction. However, 
in the absence of well defined work 
areas, the need amongst the therapists 
for mutual confidence and respect is 
accentuated, 


The following report of a C. T. 
Instructor in one of our hospitals ex- 
emplifies simply and clearly what we 
are striving for throughout the medical 
service: 


“I am working on an NP Ward. 
During the week we make daily notes 
on each one of our patients and, on 
Friday, we assemble all of our daily 
notes. On Friday afternoon, we attend 
a conference in the doctor’s office. 
In attendance here are all of the 
ward doctors, the nurse, the C.T. and 
OT instructors. Each patient is dis- 
cussed as an individual, how he reacts 
to activities and his general accomp- 
lishments of the week including any 
points we have been able to obtain 
as to the best method of getting him 
into activity and holding his interest 
and attention. The doctors discuss the 
reactions of the patients so that we 
are able to follow them up intelligent- 
ly. We try to bring important things 
to the attention of the docor. For 
example, a sharp pain in the spinal 
areas of an insulin or electric shock 
patient is important as are the evi- 
dences of attitude so definitely shown 
in their reactions to exercise situa- 
tions. Any peculiar words or actions 
are noted as are, of course, the many 
normal evidences of behavior. The 


20 


doctor suggests certain procedures 
and ways of contacting difficult cases 


and changes and 
methods.” 


corrects our 


What have been the results? | feel 
that I can say that because of this in- 
tegation of effort over 50% of neuro- 
psychiatric admissions to our hospitals 
in the last year, returned to their homes. 
The improvement in individual patients 
through the use of Corrective Therapy 
has been reported elsewhere. The place 
of corrective therapy in the care of 
the psychiatric patient becomes more 
secure from day to day. 


In hospital administration, there is 
always the necessity of comparing the 
results of any particular field of en- 
deavor with budgetary requirements and 
the number of personnel needed. Clini- 
cally, how valuable are the various 
aspects of PMR to the total treatment 
program of the psychiatric patient? It 
may be that we are at a stage now where 
such evaluations are in order. We need 
such fact finding to substantiate our 
present position and to provide support 
for our further efforts. 1, as a psychia- 
trist, feel very definitely that Physical 
Medicine Rehabilitation offers much, but 
| confess that if called upon it would 
be with difficulty that I could ade- 
quately support my beliefs by drawing 
upon the unassembled, any as yet only 
informally substantiated, wealth of re- 
sults we have in the Veterans Adminis- 
tration. It would appear that there is 
need for adequate evaluation in con- 
trolled situations of the role of physical 
medicine rehabilitation in the treatment 
of psychiatric patients. | would like to 
ask you—is this the time for such basic 
research, This could well be a combined 
project of the psychiatrists and the 
physiatrists. 


My last comment concerning the team 
concept is to my way of thinking the 
most important. We have discussed the 
value of inter-personal relations of the 
personnel having to do with the patients. 
It is recgnized that the therapist should 
have both the theoretical and practical 
knowledge of the techniques of his pro- 
fession. But added to this there must 
be the ever present recognition that the 
patient is an individual with the need 
for emotional sustenance, which the 
therapist must give to the patient. It 
should be the duty of the psychiatrist 
through in-service training to insure 


the understanding on the part of the 
participating services to understand and 
cope with such needs, to the limit of 
their innate ability, background and 
training. Such training should not be 
limited to lectures, but should include 
clinical demonstrations, ward confer- 
ences and seminars. 


The greatest contribution that Physi- 
cal Medicine Rehabilitation can give 
to psychiatry is the participation in 
the further care and treatment of the 
chronic patient, an individual who has 
not responded to intensive therapy, in 
which PMR may have participated. 
These individuals are in need of re- 
education and re-socialization with the 
various aspects of physical medical re- 
habilitation are well equipped to give. 
There is also need to conserve and im- 
prove the physical hea'th of the indi- 
vidual, as well as the development of a 
community atmosphere, aproaching that 
on the outside which can only be pro- 
duced through the combined effort of 
all services in the hospital. To secure 
the rehabilitation of patients, the ac- 
tivities prescribed for them must be 
appropriate and meaningful. While the 
patients may be treated in groups, the 
activity engaged in by the patient must 
be individually tailored to his needs. 
If sufficient interest is shown in a 
chronic psychiatric patient, I believe 
that each one can be found to have 
certain assets, their liabilities are al- 
ways evident. The role of the therapist 
is to recognize and utilize these assets 
to alleviate or overcome the liabilities. 


A successful program for the re- 
habilitation of chronic neurologic pa- 
tients depends upon the correct neuro- 
logical evaluation of the patient, both 
upon admission and during the course 
of rehabilitation: upon the proper set- 
ting of a goal of maximum achievement 
for the patient in the light of his 
neuronal or neuromuscular disability ; 
and upon a plan of total care designed 
to activate his residual physical func- 
tions and elevate morale by means of 
the combined services of many specia- 
lists. The primary specialists concerned 
in the make-up of the diagnostic and 
therapeutic team are the Neurologist, 
the Physiatrist, the Nurse, the Corrective 
Therapist, the Psychologist, the Speech 
Therapist, the Occupational Therapist, 
and the Social Worker. This diagnostic 
and therapeutic team also should have 
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available the services of several Con- 
sultants, particularly the Psychiatrist, 
the Neurosurgeon, the Orthopedic Sur- 
geon and the Urologist. 


Wherever practicable, a Neurologist 
should supervise and guide a program 
for the rehabilitation of chronic neuro- 
logical patients because of his ability to 
understand the pathophysiology of the 
disability; to make the diagnosis; to 
select in consultation with the physiatrist 
suitable patients for rehabilitative pro- 
cedures; to determine the residual 
neurologic assets of the patient, both 
upon admission and during the course 
of rehabilitation; to appraise the fac- 
tors of emotional readjustment; to pre- 
scribe the most effective drugs in such 
disabilities as Parkinsonism convulsive 
disorders, etc; to diagnose and formu- 
late (in consultation with the speech 
therapist) a therapeutic program for 
aphasic and dysarthric patients; to guide 
and assist (in consultation with the 
physiatrist) the physical medicine re- 
habilitation of the patient in terms of 
his neurological status during the course 
of his treatment; and to integrate the 
work of all members of the therapeutic 
team into a harmonious “total push”. 


Consequently, in the operation of a 
specialized program for the rehabilita- 
tion of chronic neurological patients, we 
again believe that the physician, the 
neurologist, should follow the patient 
through from time of admission to time 
of discharge, and in close collabora- 
tion with other members of the team, 
suide the overall activities. This is the 
only way to make such a program well- 
balanced and continuous rather than 
patchy or fragmentary. 


Moreover, in such a specialized pro- 
gram, it is the responsibility of the 
Neurologist to coordinate and follow 
the progress of individual patients by 
holding periodic patient conferences, 
wherein all members of the rehabili- 
tation team paritcipate. At this time the 
total physical, psychological, and social 
evaluation of the patient is presented 
in order to orient the entire personnel 
in the therapeutic problem. 


The organization of these specialized 
neuroloical programs should not inter- 
fere with the work of Physical Medicine 
Rehabilitation Services in the care of 
neurological patients in hospitals where 
there are no approved neurological serv- 


ices, but where the help of a competent 
neurological Consultant is available. 


The corrective therapist plays a 
dominant role in the rehabilitation of 
a chronic neurological patient from the 
time the patient is able to leave his 
bed until his discharge from the hos- 
pital. His early duties consist of indi- 
vidual instruction in self-care, pre- 
ambulation activities, resistive evercises, 
etc., and the development of a rapport 
with patient in order to prepare him 
for participation in group activities. 


o 


The corrective therapist should work 
with, rather than on, a neurological pa- 
tient, should sitmulate him to partici- 
pate in group activities, and coach him 
how to reach optimum performance 
through controlled competition in such 
activities as speed in walking, distance 
in walking, upper and lower extremity 
weight lifting, and increase in range 
of motion. The Corrective Therapist 
makes another and possibly his most 
important contribution to the overall 
rehabilitation of neurological patients 


(Continued from page 8) 


The House today unanimously ap- 
proved legislation authorizing $75,000 
to finance the work of the President’s 
Committee on National Employ the 
Physically Handicapped Week. The first 
week in October is set aside each year 
to promote employment of the physi- 
cally handicapped. — — 


An exhibit showing the various types 
of medical care and treatment now used 
in veterans hospitals was opened by 
the Department of Medicine and Sur- 
gery of the Veterans Administration 
April 15. The exhibit, set up in the 
Union Station at Washington, D.C., 
dramatizes the type of treatment for 
tuberculosis patients, neuropsychiatrics 
and paraplegics. Several other display 
panels show how the administration is 
contributing to reasearch in epilepsy, 
paraplegia, streptomycin, isotopes and 
prosthetic devices. 

After the Washington showing, the 
administration plans to send the exhibit 
around the country. - 


To all members of the Association 
of Physical and Mental Rehabilitation. 
This is your new journal. We would 
like to know what you think of it. All 
letters concerning your opinions or sug- 
gestions would be greatly appreciated. 
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by a successful management of those pa- 
tients in group activities, which are the 
most effective means for providing mo- 
tivation and creating high morale. 


In conclusion, | would like to make 
the point that I fully recognize there 
are differences of opinion in regard to 
the place of the psychiatrist, neurologist 
and physiatrist in’ the various stages 
of the rehabilitation of the psychiatric 
and/or neurological patient. I dare say 
that within P.M.R. as in Psychiatry and 
Neurology there is not complete unani- 
mity of opinion as to the role of the 
various therapies. It may appear redun- 
dant for me to say that progress is 
being made because of, rather than in 
spite of, such differences; this has been 
our experience in the Veterans Admin- 
istration. In the last analysis, the dif- 
ferent approaches and the varied tech- 
niques that persevere and point the 
way to better things in medicine do 
so on the basis of proven value to the 
patient, the leavening process for vari- 
ations in professional opinion. 


Any information or articles of 
interest to the medical profession, 
nursing service or physical medi- 
cine rehabilitation service, students, 
job openings — please forward to 
editor. — — --- — — — — — — 

Attention physical reconditioning per- 
sonnel in the Armed Forces. Information 
concerning your programs would be of 
interest to members of our association. 

All personnel administering 
therapeutic medically prescribed 
exercises are invited to submit 
articles, book reviews and research 
projects for publication— — — — 
Book Review Section — 

Starting with the August issue the 
Journal of the Association of physical 
and Mental Rehabilitation will inaugu- 
rate a new column. This column will 
be a Book Review Section containing 
a careful analysis of current literature 
in the field of physical medicine re- 
habilitation. Books and articles sub- 
mitted for review should be forwarded 
to the editorial office. - 

Physical Medicine Convention ———.. 

Attention is invited to the meeting of 
the American Congress of Physical 
Medicine to be held September 6 to 
10th, 1949 at the Netherland Plaza 
Hotel, Cincinnati, Ohio. All members 
are urged to attend. 

















THE NEUROPSYCHIATRIC 


PATIENT 


By EDWARD GREENWOOD, M.D. 
Medical Director, The Southard School, Topeka, Kansas 


Upon reading the program for this 
convention and seeing that there were 
to be four other papers before mine 
on the therapy for the neuropsychiatric 
patient, | decided that I should try and 
make a contribution from a slightly 
different approach to the problem. My 
experience and work with emotionally 
disturbed children led me to believe 
that I could develop a thesis on one 
aspect of the origin of psychiatric ill- 
nesses and then present some broad 
general principles for developing an 
educational treatment program. 


To understand the psychiatric patient, 
it is essential we have at hand some 
basic information about the normal de- 
velopment of human benigs. A normal 
adult may be defined as an individual 
who has reached physiological, anatomi- 
cal, intellectual, social, and emotional 
maturity. This maturity comes about 
as a result of the appropriate or proper 
handling of the internal and external 
conflicts which confront all growing 
things. 


In the animal world the human spe- 
cies has the longest period of helpless- 
ness and dependency. It is this depen- 
dency and lack of transition to inde- 
pendency which is at the crux of fun- 
tional psychiatric illnesses. Most of us 
can define dependency and _ indepen- 
dency rather easily, knowing that the 
words have legal, social, economic, and 
psychological meanings. However, we 
shall devote our discussion to the psy- 
chological connotation. 


First let us look briefly at the en- 
vironment into which a child is brought. 
Some are born in wedlock while others 
are not. Some are planned while others 
are purely accidental. Some children 
have parents who are adult enough to 
invest energy and love in them. Others 
are not so fortunate. Some have eco- 
nomic security from parents and nothing 
else, while others may have financial 
deprivations but parents who do love 
them. Just let’s stop here a minute. I 


22 


have kept saying “children”. Remem- 
ber these children grow into adults. 
They may even be some of the patients 
you have in your hospitals. 


Now let’s start with the child at birth. 
When a child is born, he is totally help- 
less and has only one way of expressing 
his needs—by crying. When his needs 
are satisfied, he becomes relaxed and 
frequently goes to sleep. He urinates 
and defecates whenever he has the urge. 
He is unable to differentiate between 
himself and those who take care of him. 
There is little conflict with reality, if 
he can eat, sleep, and excrete. 


Gradually he becomes aware of others, 
particularly the mother figure. He makes 
random gestures and gurgling sounds; 
he follows movement of objects and 
people with his eyes and also starts 
grasping at some objects. 


During this period he may be breast 
fed or bottle fed. He is soon encouraged 
to give up this method of obtaining food 
and to use a cup and spoon. To many 
children this transition is non-painful, 
while to some it may be and the atti- 
tudes used by the parents in making 
this change. 


Soon the child starts to crawl and 
then walk. He learns to use words, 
phrases, but not sentences. When the 
child is about fifteen months old, his 
parents indicate that they want him to 
control the acts of defecation and urina- 
tion. This can be and frequently is non- 
traumatic phase of development. In some 
homes, however, the control of these 
functions may be started too early, or 
parents may be too punitive, the result 
being a traumatic experience which 
hinders the normal trend to indepen- 
dency. 


of anatomical dif- 
erences between boys and girls begins 
at this time. The child shows very nor- 
mal interest, would remain normal if 
parents did not show excessive concern. 


An awareness 


Horizons broaden as more contacts 


are made with reality. The child shows 
appreciation of other peole. He enters 
into companionshpi with others. At this 
stage he enters school and a major 
adjustment is his to make. He becomes 
part of a large group of children, many 
of whom are unknown to him. Some 
of these “kids” may be taller or smaller 
than he is; some have squeaky voices, 
others deep voices. Some are actively 
aggressive while others are shy. He also 
is confronted with a new adult figure 
who is going to direct some of his future 
activities. This person makes new de- 
mands on him, requiring him to sit for 
long periods of time, confronting him 
with many new rules and regulations. 
He has to learn certain basic informa- 
tion for his own future. During this 
daily separation from his home, he has 
to act more independently. He must 
learn techniques of adjustment so that 
he can meet the conflict situations which 
may arise in the classroom, on the play- 
ground, during his travels to and from 
school, and which may also exist in his 
neighborhood relationships. If he has 
had adequate opportunities for indepen- 
dent behavior at home, he can handle 
these threatening situations without too 
much anxiey. He is able to stand his 
own grounds and find pleasure in being 
among other boys and girls his own age. 


In the course of years the physical 
appearance of the child changes. Secon- 
dary sexual characteristics appear and 
conscious sexuality becomes more pro- 
nounced. There is a definite need for 
greater independence. The adolescent 
starts thinking about further education. 
future vocation, and his place in the 
social world. When he completes the 
high school course, he may decide to go 
into college, or he may find a job. The 
latter may permit him to break away. 
He may also at this time decide to get 
married. If he has had suitable oppor- 
tunities for independent action. his se- 
lection of his his marital partner will 
be based on mature understanding of 
his needs. If he is immature. his selec- 
tion will be primarily on the basis of 
neurotic needs. These last steps in 
severing the umbilical cord are most 
important in the final emancipation from 
his parents. 


The course of events I have de- 
scribed is what we commonly call nor- 
mal sequence. However, we know that 
this process is fraught with many prob- 
lems, mainly because of faulty parental 
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attitudes and misdirection. Some parents 
are over-protective while others reject 
their children, and still others maintain 
inconsistent attitudes. The over-protec- 
tive parent does not allow the growing 
child to function as an individual, but 
only as a reflection of himself. These 
parents try to control feelings and 
thoughts as well as activities. The child 
given such attention tends to become 
passive and dependent. As long as he 
remains under parental control and 
domination, he makes only a marginal 
adjustment. However, when he is forced 
to leave home, or establish his own 
home, or make a living for himself, he 
usually develops a psychiatric illness. 

By now some of you may be wonder- 
ing whether this is a paper on child 
psychiatry, failing to see what all this 
developmental marterial has to do with 
adult psychiatry. Let me assure you I 
am leading directly to the adult patient. 
It is an accepted belief that all psy- 
chiatric illnesses have their incetion dur- 
ing childhood. The adult psychiatric 
patient represents an individual who has 
failed to progress normally through the 
various stages of development. Some 
have never completely severed the re- 
lationship with thir parents. Others have 
achieved marital independence, while 
still others have made such a super- 
ficial adjustment that under the stress 
of living they regress to an earlier 
stage of psychosexual development. 

Psychotic patients represent various 
degrees of regression to earlier ways of 
functioning. The catatonic stuporous 
schizophrenic is an example of regres- 
sion to the earliest stage of development. 
He does not want to have any part of 
reality and withdraws into a world of 
unreality and fantasy. The psychoneuro- 
tic or psychosomatic patient represents 
fixations at higher levels than the psy- 
chotic individual. These people live in 
reality but require crutches of various 
kinds so they can maintain the sem- 
blance of normal functioning. These in- 
dividuals never reach maturity and 
unconsciously resort to illness in order 
to satisfy their many dependent needs. 
The sicker the individual, the greater is 
his dependency. 

What does all this mean to a correc- 
tive therapist? It means he must recog- 
nize the fact that the patient despite 
his adult physical appearance is really 
functioning as a child. It also means he 
must understand some of the funda- 


mental developmental problems that 
confront a child and learn to apply 
some definite techniques of education 
in order to start a patient in the thera- 
peutic program. 


Before starting a therapy program it 
is necessary for you to have certain 
facts about each patient. You should 
have knowledge of his activity interests, 
his attitude toward these activities and 
whether these interests and activities 
changed or diminished with the onset 
of the illness. There are other questions 
you could add. This information can be 
obtained for you by the social worker 
or the psychiatrist when they obtain 
the history. 


Besides this information you should 
have a prescription prepared by the 
psychiatrist. This prescription should 
give you enough information so that 
you know the patient’s disease, his limi- 
tations, and general type of behavior. 


After you receive this information, 
your next step is to meet the patient. 
Some of you must be sying this is im- 
possible with the large number of pa- 
tients you have. My answer to that is 
that it must be done in order to develop 
any therapeutic program. You must first 
establish an interpersonal relationship 
with the patient. This is frequently very 
difficult to do. It takes long hours of 
carefully planned work as well as a 
great deal of endurance. It requires 
that the therapist not push too hard, 
that he be able to be ignored, rejected, 
or insulted, that the therapist’s own per- 
sonality be fairly intact in order to 
stand up under this rejecting and hostile 
atmosphere. It is all most useless to 
try to set up a series of exercises or any 
other part of the corrective program 
until this interpersonal relationship is 
established. We know from past ex- 
perience that patients can and do ac- 
complish a great deal after they have 
developed a transference to one certain 
therapist. 


If we remember the fact that a psy- 
chiatric patient is a dependent indi- 
vidual who is filled with fears, anxieties, 
insecurities, hostilities, aggressiveness, 
and so forth, we can appreciate more 
readily why the establishment of an in- 
terpersonal relationship is so essential 
for a successful therapeutic situation. 
The regressed psychotic patient is an 
example of extreme dependency. This 
means your first task is to protect him, 
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to offer him something and to expect 
little or nothing in exchange. You may 
spend many hours just watching the 
patient and wondering why you are do- 
ing nothing for him. This may seem like 
wasted time. However, if you are careful 
and move cautiously you will find this 
time has really been wellspent because 
as this patient feels more comfortable 
in your presence, he will gradually show 
external signs of his acceptance of you 
as a person. Once this is established 
you can then start a more active type 
of therapy for him. So, although your 
work centers around activities, these 
activities are ineffectual without the de- 
velopment of rapport or transference. 

It might be worthwhile here to insert 
a word of caution that transference is 
necessary for good therapy, but coun- 
ter-transference is undesirable and de- 
trimental to the patient. By counter 
transference we mean the therapist be- 
comes unobjective and emotionally in- 
volved with the patient. 

Having accomplished the first step the 
therapist then proceeds to encourage the 
patient to take part in physical activities. 
At first this may require you doing the 
same movement as the patient does and 
then gradually weaning him so that 
he will do the activity alone. During 
this time it is necessary to give approval 
and praise for the various accomplish- 
ments. Remember each time that he is 
a sick dependent frightened person who 
is not sure of himself. The psychotic 
patient is unable and is unwilling to 
enter into competitive activities. It is 
most necessary at this time not to make 
the activity competitive, and not to pit 
one against another. We often see pa- 
tients who show marked improvement 
and then lapse into irregular perfor- 
mance of activities. They seem to oscil- 
late from good to very poor. At this 
time, frequently, therapists lose heart 
and tend to give the patient up. Instead 
it should be realized that this pheno- 
menon is normal in the process of learn- 
ing and it is imperative that the thera- 
pist continue his efforts if he is to ac- 
complish any enduring results. 

Another area of difficulty lies in the 
failure of the therapist to understand 
that in the process of learning, people 
tend to reach plateaus from time to 
time. The plateaus may be more frequent 
in the psychiatric patient than they are 
with normal individuals. However, they 

(Continued on page 26) 
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SOME PHARMACODYNAMIC 


EFFECTS OF 


MUSCULAR EXERCISE 


BY EDWARD E. GORDON, M. D. 


The purpose of this paper is to direct 
attention to some useful effects of physi- 
cal activity, some of which, though im- 
portant to the general body of medicine, 
have not received sufficient emphasis 
in the field of physical rehabilitation. 
The term, “pharmacodynamics”, relates 
to the study of the action of drugs on 
living organisms; and since physicians 
are mainly interested in their clinical 
application, the study of dynamics ap- 
plies particularly to drugs therapeu- 
tically useful to man. By analogy, there- 
fore, we are concerned with certain 
physiological responses to or sequelae 
of muscular activity, which produces 
the same desired results in a particular 
condition as those of a chosen drug. 
While in a healthy individual no change 
in state may be apparent (under these 
circumstances) yet in the ill certain 
actions may ensue which are recognized 
as beneficial. In this sense, muscular 
activity may be said to have a “phar- 
macodynamic effect”. This analogy 
should not be pursued too far, merely 
noting that where certain results are 
desired, physical activity may be pre- 
scribed, if possible, as long as it has a 
therapeutic effect upon the patient, at 
the same time adding to the general 
enjoyment of life. 


For the purpose of this discussion, 
immediate physiological adjustments in 
the functional state of the circulatory, 
respiratory and neuromuscular systems 
during exercise are excluded since they 
are compensatory changes inseparable 
from the demands imposed by increased 
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work. They are transient and last only 
as long as the demand lasts. Rather, 
we are concerned with more or less pro- 
longed effects following activity, which 
appear to exert a favorable influence 
upon disturbed function, growth or 
metabolism. This subject is presented in 
an attempt to stimulate interest along 
new lines in the therapeutics of muscu- 
lar exercise, a field which has been too 
narrowly concerned purely with effects 
on muscle itself, although justificably 
so. No attempt is made toward a com- 
prehensive review; only a few provoca- 
tive facts will be mentioned. 


Scattered throughout the literature, 
one can find many instances of the 
therapeutic effect of exercise in varied 
conditions. The well known sport phy- 
siologist of South Africa, Joki (1) de- 
scribes two fifteen year old boys who 
responded favorably to a program of 
athletics while in a physical training 
camp. One, a typical “fat boy”, diag- 
nosed as a case of “endocrine obesity 
with delayed puberty”, exhibited a fall 
in weight, onset of puberty, and im- 
provement in his general condition; 
the other, a case of persistent and 
marked leanness, gained weight and 
vigor. How much the _ psychological 
component, inherent growth processes 
and physical activity were each respon- 
sible for the observed improvement, is 
difficult to assess. But, | daresay, many 
of us have made the same observations, 
and they may represent in the last 
analysis the wholesome stimulation of 
the total organism by outdoor living. 


Jokl ascribes these cures to the exercise 
program. Of course, if hormones had 
also been administered, the endocrino- 
logist would have claimed all credit. 
At any rate, much fancy and some fact 
reside in observations such as_ these; 
critical evaluation by physical educators 
trained in physiology can supply the 
necessary documentation. 


Another interesting example of the 
therapeutic effect of activity, but as yet 
not well authenticated, is the relief of 
a very common ailment, constipation. 
Anyone who as had the opportunity of 
contact with hospital wards takes for 
granted the coincidence of this difficulty 
with inactivity and its disappearance, 
often, with restitution of activity. Here 
again is afforded an opportunity to study 
the relationship between a physiological 
function and exercise. Perhaps, only 
the devotees of high colonies and 
cathartic drugs would deem exercises 
less important in the armamentarium 
of therapeutics for this common condi- 
tion. 


In the past few years, the study of 
nitrogen metabolism as related to ac- 
tivity has yielded major contributions. 
As a result of studies by several investi- 
gators, Keyes (2) and Dietrick, Whedon 
and Shorr (3), muscular work is re- 
garded as the sine qua non for muscular 
health. Conversely, immobilization pro- 
duces a loss of muscle tissue as reflected 
in the negative nitrogen balance and 
loss of muscle mass and strength. Since 
the size of the heart is also diminished 
(3), it is reasonable to assume, although 
by no means proven, that other organs 
besides muscle suffer a reduction in 
size, and consequently, function. When 
this low is reached, forced feeding of 
protein foods and intravenous injection 
of protein building blocks (amino- 
acids), are of no avail in fully restor- 
ing the lost tissue protein. As long as 
inactivity prevails, there will occur only 
a partial restitution. However, when an 
adequate protein intake is combined 
with adequate physical activity, the pro- 
tein is assimilated and both normal 
size and function are regained. Thus, 
there is no drug or other substitute for 
exercise to restore the ravages of in- 
activity. This is an excellent example 
of the principle that health requires 
work and, by the same token, that ex- 
ercise is a therapeutic weapon capable 
of reverting a pathological condition 
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to normal. This principle is now a 
commonplace in the field of corrective 
therapy, and is utilized every day in 
reconditioning. But, commonplace as it 
is, it is no less than astounding that 
inactivity leads to atrophy, and that in 
spite of an adequate nutritional en- 
vironment and even in the absence of 
neuromuscular disease, muscle cells can- 
not maintain themselvees in status quo 
without the constant stimulus of work. 
Like the Red Queen in Lewis Carroll’s 
“Through the Looking Glass”, they must 
run to remain in the same place. When 
the reasons for this become known, a 
fundamental chapter in the science of 
growth will have been written. 


Just as fascinating and important as 
th considerations just mentioned, is the 
improved utilization of sugar by dia- 
betics through physical activity. This 
effect is so striking that along with in- 
sulin, exercise is afforded a prominent 
place in the program for diabetics. Al- 
though not well understood, this re- 
lationship is well documented by Joslin, 
the eminent diabetic specialist (4). 
Thus, children require less insulin to 
control their diabetes while in summer 
camps than during the winter; in a dia- 
betic well controlled with insulin alone, 
hypoglycemic shock may follow a bout 
of severe exercise; bed patients with 
this disease often present difficulties in 
finding their optimum insulin require- 
ments; patients suffering from crippling 
rheumatoid arthritis require high dosa- 
ges of insulin, but if the joints can be 
limbered and active motion applied, 
less insulin is necessary. In this connec- 
tion, it is noteworthy that a diabetic 
golf enthusiast proclaimed that one 
game of golf equaled 5 units of insulin. 
This equation has often been confirmed 
by experienced observrs. Thus, for what- 
ever reason, muscular activity in a dia- 
betic exerts a pharmacodynamic action 
comparable to insulin and can, there- 
fore, displace it to a certain extent, 
on the therapeutic program, thus adding 
to the overall zest of living. 


Tying in with the above phenomenon, 


one may add to the already long list 
another negative trend ensuing upon 
inactivity namely, the little known fact 
of decreasing sugar tolerance. 


Blotner (5) studied the tolerance for 
sugar in normals and in eighty-six pa- 
tients of all ages confined to bed for 
various illnesses from one month to 
thirteen years. The latter showed a de- 
crease in sugar tolerance similar to 
that found in diabetes, although the 
patients, strictly speaking, were not 
suffering from this disease or any other 
pathological conditions which could in- 
fluence sugar tolerance. The degree of 
reduction in sugar tolerance was pro- 
portional to the length of confinement 
to bed; and subsequent ambulation was 
associated with a return of sugar toler- 
ance to normal. The same author, upon 
reviewing the records of institutionali- 
zed patients suffering from mental dis- 
ease, tuberculosis, cancer, and arthritis, 
found evidence duplicating his original 
observations. Thus, muscular exercise 
has an important effect not only upon 
protein metabolism, but also carbo- 
hydrate metabolism. In disturbances in 
these spheares, judicious activity in the 
proper instances affords desirable thera- 
peutic effects. 

“Judicious activity in the proper in- 
stances” is emphasized. For, like drugs, 
exercise may also produce toxic results. 
Thus, increased work thrown upon the 
circulation, for example, may not be 
beneficial at all in some patients with 
heart disease. Proger (6) noted the on- 
set of cardiac failure in a person with 
rheumatic heart disease subjected to 
light muscular training. Again, over- 
exertion in a well controlled diabetic, 
may stimulate the utilization of sugar 
to such an extent that hypoglycemic 
coma may ensue; while in one receiving 
inadequate insulin, exercise will increase 
the severity of his condition. Like drugs. 
the dosage and timing are important 
considerations in the therapeutics of 
exercise. 

How does physical activity bring 
about these results which can be utilized 
therapeutically? Here we are on less 
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secure ground and can only speculate. 
Nevertheless, speculation is healthy, if 
only to stimulate thought and develop- 
ment in new areas. 


The possibility that nervous reflex 
mechanisms may be implicated deserves 
consideration. However, the responses 
outlined above are’ more or less pro- 
longed and do not disappear the 
moment muscular exercise ceases, as 
one might suspect on the basis of nerve 
reflexes. It is entirely possible, too, that 
stimuli of a mechanical nature are the 
primary and sufficient cause in some 
instances, as, for example, the restora- 
tion of bone following the atrophy of 
disuse. Yet, even in this case not too 
much is known, for example, of the 
role the pituitary gland may play in 
laying down the protein ground-sub- 
stance essential to the production of 
new bone. This brings to us a third 
possibility, namely, that we many be 
dealing with physiologically active sub- 
stances released consequent to muscular 
exercise and exerting effects on distant 
functional systems for a period of time 
exceeding the physical activity proper. 
Substances which have these charac- 
teristics are well known and are repre- 
sented by three categories; (1) the 
neurohumeral agents appearing with 
neuromuscular and autonomic nervous 
activity such as sympathin and acetyl- 
cholin, (2) circulating metabolites pro- 
duced in the working muscles, and (3) 
the hormones. 


The substances in the first two cate- 
gories, while representing a_ distinct 
possibility, are so quickly removed in 
the body following their liberation that 
they can hardly exert their actions for 
a sizeable period of time. Although, 
strictly speaking, it is hormone, the 
same applies to adrenalin, known to be 
liberated during activity and acting 
much like sympathin. That substances in 
the third category may be responsible re- 
ceives some support from as yet scanty 
investigations on endocrinology in re- 
lation to muscular exercise in man and 
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THERAPEUTIC EXERCISES 
(Continued from page 8) 


treatment of fractures and in orthopedic 
conditions where strains and sprains 
are constant 
conditions. 


complications of most 

In this case group the use of surface 
anasthetics (especially the use of ethyl 
chloride spray have been of great help. 
It must be remembered that surface 
anasthetics afford only temporary re- 
lief of pain and that this pain-free 
interval must be used to assist the 
muscle to return to normal relaxation 
by performing gentle exercises with in- 
creasing range but below pain limit. 
The pain level has been temporarily 
erased by the anasthesia but if this 
interval is not used to increased func 
tion and relax the muscle the use m 
the surface anasthesia will have very 
negligible results. As is generally known, 
the relief of painful muscle spasm in 
poliomyelitis is primarly accomplished 
by the use of hot foment and hot packs 
can be used as an adjunct in any of the 
previously mentioned conditions, except 
for the acute sprains. However, it ap- 
pears that the use of surface anasthetics 
is more efficient. 


The treatment of contractures is gen- 
erally known and consists of both ac- 
tive and passive stretchings. Stretching 
should never be done without previous- 
ly “warming” the patient. Warm-up 
may be performed by the use of deep 
heat or by previous warm-up exercises 
which will be in the strengthening cate- 
gory. It has been found that a fifteen 
or twenty minute work period will bring 
a muscle to its maximum efficiency; an 
eficiency which exceeds by approxi- 
mately twenty percent the efficiency of 
the same muscle in a “cold” state. This 
seems to be true for contractures too 
and practice shows that stretching is 
far more effective in a warmed up 
patient and can be done with much 
less danger to him. 


Training of coordination is the train- 
ing of accomplishments and therefore 
leads over into the phase of “func- 
tional” training. It must be repeated 
that strength and elasticity are elements 
of coordination and unless they are 
developed coordination will fall short 
of its maximum goal. Coordination is 
tested by achievement charts, whether 
graphs or lists of accomplishments. 
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We have used the above approach in 


the prescription of therapeutic exer- 


cises at the /nstitute for Rehabilitation 
and Physical Medicine at New York 
University and we have found it both 
practical and easy to handle. We restrict 
our exercise prescriptions to patients 
whom we expect to reap benefits in 
ultimate accomplishments from our pro- 
grams. We do not prescribe therapeutic 
exercises to bring a trace muscle to the 
level of a trace plus, or a poor minus 
muscle to the level of a poor muscle. 
We prescribe exercises in cases where 
we expect further return of function 
because the patient’s history warrants 
this prognosis and where we try to en- 
hance that return and to reach a maxi- 
mum level of functional substance. 
Several examples would be; a recent 
case of poliomyelitis, a hemiplegia of 
not too old standing, the majority of 
cause of fractures to the extremities and 
to the spinal column if not combined 
with spinal cord injury. We prescribe 
exercises, furthermore, in cases where 
the maintaining of function is neces- 
sary, such as the arthritic patient or 
the patient confined to bed for a long 
period of time. 


We direct our exercise prescriptions 
toward the areas of greatest need in a 
patient and by directing our exercises 
we secure sufficient dosage, without 
which every exercise program will be 
ineffectual. 


We consider therapeutic exercises 
contra-indicated if the patient does not 
cooperate or if he does not ultimately 
need the improved function or, at least, 
the maintaining of function. We feel 
that therapeutic exercies are in no 
contradiction to any other phase of re- 
habilitation and while we feel that they 
only constitute one phase of the over- 
all program we believe that this phase 
is of considerable value and if properly 
administered is second to none in the 
field of rehabilitation. 











(Continued from page 23) 


are not indications for stopping therapy. 
We should instead try to encourage the 
patient to take part in more activities 
or other activities in order to release 
some of his neuro-muscular and emo- 
tional tensions. 


At times we have patients who are 


filled with aggressiveness and hostility. 
These aggressions represent unconscious 
fears. Some people need to frighten 
others to make themselves feel secure. 
One of our jobs is to let the patient 
spend this energy so that he may gei 
relief from his inner tensions. If these 
activities are not provided for in the 
exercise rooms and gymnasiums, then 
the ward and other parts of the hospital 
will receive the brunt of this aggressive 
behavior. 


Having learned or re-learned certain 
individual skills, the patient should then 
be encouraged to gather these together 
and use them in a simple organized 
game. As you recall in teaching basic 
skills, the usual relationship is the thera- 
pist to the patient. As the patient can 
develop some independence, he should 
relate himself to others and enter into 
organized adapted games. The value of 
this experience is first to see how well 
he can function in a situation in which 
he has restrictive rules and regulations. 
Second, it offers an opportunity of be- 
coming a part of a small group, and 
third, it offers a time for the patient to 
evaluate what he has learned and to 
apply this knowledge. This again repre- 
sents an attempt on the part of the 
therapist to help the patient develop 
some independence. This is also an op- 
portunity for the patient to gain 
strength, not only in the physical sense, 
but in the psychological sense; to gain 
a feeling of importance of himself; to 
gain an awareness of his own poten- 
tialities; and to feel able to carry his 
own part in developing some feeelings 
of security. 


After the patient has shown improve- 
ment in small groups and simple games, 
he should be placed in more highly 
organized and competitive games. He 
should be carefully observed as to his 
method of handling frustrating situa- 
tions and also the degree or amount of 
dependency or independency which he 
shows. If he can handle these ex- 
periences within the normal range, then 
a conference or board should be held 
to further plan his recovery program. 


Some of the principles | have pre- 
sented in this paper can be used by all 
therapists. Many of the things I have 
said about the treatment of the psy- 
chiatric patient also apply to the medi- 
cal and surgical patient. 
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GROUP THERAPY 


(Continued from page 13) 


From the start it was apparent that 
the educational phase would be rather 
dificult due to the differences in edu- 
cational background, and other varied 
interests. Some had less than an eighth 
grade education while others attended 
college. The majority of men had com- 
pleted one or two years of High School 
work. This wide range of scholastic at- 
tainment forced the instructor to use a 
variety of methods to maintain the in- 
terest needed in his teaching. Spelling 
hees, questions and answer contests, de- 
hates, and reports on news items by the 
patients of the group served as an added 
impetus and stimulation. Open antago- 
nism competition was evident during 
some of the contests and most of the 
patients showed satisfaction when they 
knew the correct answer. 


Regarding the types of patients and 
their reaction to these discussions, it was 
noted that frequently the retarded and 
withdrawn student had the logical 
answer when pressed for a contribution; 
but absolutely would not volunteer the 
information. Very few wanted to dom- 
inate the discussions, and still fewer 
would give an incorrect contribution if 
they were unfamiliar with the subject. 
Almost all would state they did not 
know, rather than guess. A surprising 
revelation was that with the exception 
of a few of the more retarded patients, 
all had a keen interest in current events 
and were fairly well informed on what 
was happening throughout the world. 


For several weeks a course in sales- 
manship was presented. This offered the 
patients a means of discussing their own 
business experiences as well as receiving 
some basic understanding of the sub- 
ject. Four patients successfully com- 
pleted the examination on the subject, 
and received high school credits for 
their efforts. One patient completed a 
general Educational Development test 
and received his high school diploma 
from the State Department of Education 
while a member of the group. 


The discussions during this period 
consisted of some of the following 
topics: 

Individual and the Family 

Function of the Church Group 

Function of the School Group 

Community Groups 





State, Local and National Governments 

Problems of making a Living 

Selection of a Vocation 

Public Opinion and Propaganda 

Personal Citizenship 

Citizenship 

Communications 

The Corrective Therapy department 
offered this group strenuous, but enjoy- 
able physical activity which often 
brought forth spontaneous remarks of 
their increasing vigor, strength and 
progress. Group exercise programs such 
as chinning, weight lifting, rope skip- 
ping, sit-ups, and apparatus activities 
were planned, with a proficiency chart 
ket at the patient’s disposal to acquaint 
all members with their progress in the 
various activities. The immediate interest 
of the group was noted in Corrective 
Therapy activities, with a _ resultant 
spirit of competition developing. In 
time the general physical conditioning 
of most of the members showed im- 
provement, which in itself acted as a 
binding and cohesive influence. 


From the development of single skills 
came dual exercises, at which time the 
members of the group were unconscious- 
ly brought together to participate. Re- 
sistive exercises, relays, and general and 
varied combatives were then used to 
further this objective. This effort toward 
understanding one another, and playing 
together proved successful in making 
for better understanding and increased 
sociability among the men. 


Activities such as passing the foot 
ball, shooting baskets, tumbling, and 
taking corrective calisthenic exercises 
were constantly encouraged and partici- 
pated in. Swimming periods were held 
once a week at which time a general 
program of free play, swimming in- 
struction, and group games were spon- 
sored. Most of the men qualified as 
beginners in life saving; but as a rule 
the group preferred playing games. 
rather than improving their swimming 
ability. 


Movie films were shown on certain 
phases of athletics and conditioning at 
periodic intervals which seemed to give 
variety as well as added interest to the 
activities participated in by the group. 
An outdoor program was later planned 
with outside activities and events to be 
viven to the group which were both 
suitable and enjoyable for their con- 
tinued impropement and participation. 
A softball team was then organized by 
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the group to play and compete with 
other patients in various buildings 
throughout the hospital. The interest 
in this endeavor was extremely keen, 
and in time the group molded itself into 
a rather smooth operating unit. This 
phase met with favorable reaction and 
cooperation, for in their playing the 
men showed interest, respect, and con- 
sideration for each: other. 


The group activities arranged by the 
Recreational hostess of the Special Serv- 
ices department played an important 
role in this “total push” rehabilitation 
program. With the help of the Grey 
Ladies of the American Red Cross the 
hostess planned recreational affairs each 
afternoon, and a variety of parlor games 
which helped to relieve the monotony 
of the teaching and working program. 
Parties were given to the group where 
snacks of food, candies, and soft drinks 
were always present. The evenings al- 
ways found activities arranged for the 
group which helped to relieve the cold 
and impersonal hospital routine. This 
feeling of acceptance was further en- 
hanced by the many outside volunteer 
workers who devoted much of their 
time for the welfare and comfort of 
the group. It was also noted that the 
personnel of the program were frequent- 
ly invited by the patients to attend their 
social functions, all with the added 
stimulation furnished by Special Serv- 
ices. 


This group was composed of those 
who had a staff diagnosis of schizo- 
phrenia and consisted of twelve patients. 
The particular type of schizophrenia 
was not considered important as it was 
felt that their attitudes varied in different 
situations. Ten patients completed the 
sixteen weeks of intensive therapy as a 
group. One patient was released against 
medical advice, and the other on de- 
mand by civil authorities. Five patients 
in the group were given trial visits to 
their home having attained maximum 
hospital benefits, and the remaining five 
did not show enough definite improve- 
ment to warrant a trial visit. 


The following histories have been 
abstracted to indicate the type of case 
chosen and progress made by the indi- 
vidual in the group program. 


P.J.. This 22 year old male was admitted 
in October 1946 upon the advice of a_psy- 
chiatrist with a tentative diagnosis of Demen- 
tia Praecox, paranoid type. He had one year 
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of college training, and showed ability and 
interest in artwork. Developmental history in- 
dicated that he was subject to temper tantrums 
and considered shy and seclusive by his family. 
The patient's mother, a rigid and insistent 
individual had been extremely overprotective 
to her son and constantly advised him against 
being sexually promiscuous. 


The probable onset of illness occured early 
in 1945 while overseas in Italy, where he 
developed the thought that he had a disease 
which would lead to his death within six 
months. Following his discharge from the 
Army, he kissed a neighborhood girl who 
became ill three days later. He now felt 
that the girl had the same fatal disease which 
he had attributed to himself while in the serv- 
ice. At this point he became withdrawn, 
preoccupied, and refused to leave his room. 
When his sister later became ill, he began to 
consider suicide, thinking that he had trans- 
mitted this disease to her. He had ideas of 
reference regarding his former army officers, 
and numerous but vague somatic delusions. 


On admission he appeared pre-occupied and 
indifferent to outside stimuli. He displayed a 
fixed facial expression with little evidence or 
sign of emotion. His remarks were scanty and 
guarded, with some concern expressed regard- 
ing his health. He admitted rather reluctantly 
to auditory hallucinations—a female voice 
beckoning him to his death—and attached 
significance to the concept of people calling 
him “queer”. Toward his hospitalization he 
exhibited a passive attitude, as he felt that 
he did not belong here. His intellectual ability 
was evaluated at a bright normal level. On the 
ward he kept to himself, was seen to be 
hallucinating openly, and held to numerous 
religious tenets as a means of expiration. 
There was an evident need to stabilize his 
relationship with reality. The general picture 
was that of an autistic individual whose fan- 
tasy life dealt with unacceptable heterosexual 
activities. This led to an inability in controll- 
ing his thinking wth subsequent anxiety, de- 
pression, and finally paranoid thinking. He 
indicated difficutly in concentration but had a 
Auctuating grasp of understanding: and when 
presented with the purposes of the group readi- 
ly acknowledged need for help. He had no 
previous psychotherapy, electric shock, or in- 
sulin coma treatments. 


During the early psychiatric session he fre- 
quently dominated the group because of his 
ease in grasping psychological material. His 
interpretations of behavior colored with his 
religious beliefs were often heard. In occupa- 
tional therapy his artistic ability was readily 
recognized, and in the Corrective gymnasium 
he showed an ease of movement seen in in- 
dividuals with excellent motor coordination. 
In both these phases he gave instruction and 
inspiration to other members of the group. As 
other patients commented on his religious 
feelings he became quieter, and then a state 
of tension and restlessness, marked by constant 
walking up and down the ward was seen. 
During this period he could not spontaneously 
explain his anxiety, and no attempt was made 
to probe deeper. He then began again to take 
part in discussions and seemed actively in- 
terested in interpreting and correcting the be- 
havior of others. He showed more interest in 
activities and played an active role in stimu- 
lating others; his own conflicts became “mem- 
ories” as he remarked one day. Soon an air 
of confidence developed, as he began to discuss 
his return to art school. In the closing weeks 
of the program he again became quiet and 
resistant to urgings of expressing himself. He 
appeared hesitant in dealing with reality, 


though it was felt that he had a firm hold on 
his ego. 


E. G. This 34 year old male was admitted 
from another Veterans Administration Hospi- 
tal in December 1946 with a diagnosis of 
Dementia Praecox, Paranoid type. 


As a child the patient was described a3 
obstinate and subject to frequent spells of 
temper tantrums. There were frequent domestic 
difficulties and quarreling, with home condi- 
tions being recorded as “poor”. Weaning was 
difficult and not completed until the age of 
two, while toilet training was prematurely be- 
gun with disastrous effects. He enjoyed school 
and did fairly well, finishing the 10th grade 
at the age of sixteen. While there he was 
considered friendly and industrious. He then 
entered the industrial field and held a steady 
position as a boiler maker. 


His marital relationship was considered 
satisfactory. In time, however, he became 
jealous, and accused his wife of going out 
with other men. Soon after his wife learned 
of his extra marital activities, refused to live 
with him, and forced his induction into the 
service. After serving for a short period of 
time he was released with a certificate of 
disability because of rheumatic heart disease. 


According to the family, on his return from 
service a change in his personality was rec- 
ognized. He was “nervous” and would not 
leave the house, claiming he “didn’t feel 
right”. He then attempted to work at several 
different positions without much success, and 
was finally hospialized. 


On admission here he was apathetic, listless, 
and pre-occupied with ideas of doubt and in- 
decision. He felt “mixed up”, and that “people 
are always laughing at me.” He admitted to 
auditory hallucinations, and to being called 
“vile names”. Because of his advanced rheu- 
matic heart disease, electric shock and insulin 
therapy was contra indicated. During the 
initial interview he seemed gloomy in _ his 
attitude toward the future, with a resultant 
feeling of uncertainty regarding reality. How- 
ever, he willingly accepted the promise of 
help offered by means of group therapy. 


The beginning of the program found him 
seclusive and pre-occupied with constant 
thoughts of impending death, which he desired. 
He tore all letters received from home without 
reading them and wrote his wife to tell his 
son that he had died. He claimed that mem- 
bers of the group knew what he was thinking 
about, and refused most of the food because 
of “conversation interfering with my eating”. 
During the psychiatric lectures he would sit 
with eyes closed though apparently listening. 
During one period when some member had 
expressed his belief that different people were 
persecuting him, he showed considerable ex- 
citement, by springing to his feet and shout- 
ing, “That’s exactly how I feel”. With this 
patient a friendship gradually developed which 
served an obviously satisfactory purpose. 


He constantly reiterated that he could not 
collect his thoughts and therefore could not 
express himself, with his mind “wandering 
off’. He was advised to list all his questions 
and problems and present them at class. About 
a week later he presented his problems to 
the group with such questions as to why he 
was hospitalized against his wishes, why did 
he feel mixed up, and “how come different 
fellows are always looking at me.” The group 
participated actively in this discussion with 
some visible evidence of satisfaction gained 
by this particular member. He defended his 
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delusional ideas, but finally remarked, “maybe 
it is so”. In his other activities improvement 
was also to be noted. His first drawings in 
the art class were incomplete, indicating a 
lack of interest and pre-occupation. However, 
when he was awarded first prize for a well 
executed charcoal drawing of a locomotive, 
his interest in the group and its varied ac- 
tivities was further stimulated. About this 
time his awareness of reality was revived for 
he became relaxed and spent his spare time 
doing leather tooling, revealing accurate work- 
manship. He showed less indifference during 
the recreational periods, and then became 
active in the varied social parties and dances 
held for the group. 


J. E. This concerns a 35 year old male 
who was admitted by transfer from an Army 
General Hospital in December 1946 with a 
staff diagnosis of Dementia Praecox, mixed 
type, with paranoid tendencies. 


While still an infant, both parents who 
were heavy drinkers died, leaving him and his 
sister to be reared in an orphanage. Though 
never legally adopted he did live with another 
family for nine years. In this atmosphere he 
grew up with a feeling of being an outcast 
and because his foster parents had a child of 
their own, he always felt “like a dog”. 


After completing two and one half years of 
high school he left, and traveled on freights 
all over the country, working at odd jobs 
throughout. Records indicate that about this 
time he became a regular drinker, and even 
after being inducted into the Army claimed 
of drinking one pint of liquor a day. While 
in the service he worked as a mail clerk 
overseas but saw no combat duty. During his 
service he was hospitalized because of severe 
hallucinations and given four electric shock 
treatments. These treatments were then dis- 
continued when he resisted and complained 
of a pain in his back. is intellectual resources 
were commensurate with his education, and 
though insight and judgment were lacking, 
his contact remained coherent. 


On being admitted to this hospital he was 
confused and had delusional ideas of being 
called “queer”. When questioned as to why 
he drank; he stated he was frustrated by not 
being married, and for not having the right 
social position. He expressed ideas of refernce 
and influence and when interviewed for pur- 
poses of placement in group therapy, his will- 
ingness to accept was characterized by the 
remark, “I'll do anything to get out of here”. 
During discussion periods he was at times 
quiet and inactive. Upon other occasions he 
would use profane language frequently, and 
expressed resentment and hatred toward other 
group members. He often stated, “I'd like to 
go back to Geramny—the people treated me 
fine there”, “the fellows here call me Baldy 
and talk behind my back”. During the group 
discussions this problem was raised, with a 
general denial being expressed by various 
members. On a number of occasions these 
same questions arose, with a repetition of 
these same assurances from the group mem- 
bers. Seemingly this patient needed this sup- 
port and help from his fellow members. During 
the discussion on “Mechanism of Projection” 
he displayed periods of anxiety and restless- 
ness. With the constant pressure of the group, 
and the suppressive forces within them guid- 
ing him he gradually became quieter. The 
point was stressed to him frequently that he 
was using an anxious and timim ego which 
gave rise to some of his basic difficulties. In 
time he became interested in having his sister 
come to visit him, and showed signs of ac- 
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ceptance, rather than completely rejecting her, 
as he had in the past. His social interests 
expanded as an adjusted member of the group, 
and in time he developed confidence and as- 
surance in himeslf. 


D. A. This 21 year old male was admitted 
in December 1946 from an Army General 
Hospital where he was given the diagnosis of 
schizophrenia, type unclassified. 


He was discarded by his mother at the age 
of five months, at which time he was placed 
in a foster home. Developmental history reveals 
colic episodes in infancy and difficulty dur- 
ing the weaning period. He left high school 
before completing his last year of studies, at 
which time he had basic feelings of inferiority 
and fear of not being wanted by his foster 
parents. He then entered the Navy and was 
discharged within two months because of a 
stomach condition. He later saw service in 
the Merchant Marine, and finally enlisted in 
the Army. While overseas he first developed 
a stomach disorder, and then began to dis- 
play aggressive tendencies. The history reveals 
combative moods interspersed with periods of 
sullenness, refusal to eat, and paranoid trends 
ioward his superiors. 


On admission ward here he was apathetic, 
sullen, suspicious, and refused to discuss his 
past. He showed an aggressive attitude in his 
verbal expressions, and felt that he was given 
a “raw deal” as well as being mistreated. He 
also felt that he did not require hospitaliza- 
tion, and frequently stated that he would end 
it all if not discharged immediately. He was 
approached in a sympathetic attitude ind in- 
formed of the purposes of group therapy which 
he immediately rejected by saying there was 
no need for therapy since there was nothing 
wrong with him. The very next day the psy- 
chiatrist was informed of his willingness and 
interest in entering the program. 


While in the group he frequently remained 
apart showing complete indifference and 
apathy. On several occasions during the first 
week and intermittently for several weeks 
thereafter, he would become rather belligerent, 
demanding, destructive, and threatening sui- 
cide. At night his restlessness was even more 
marked and he admitted hearing “tormenting 
voices”. In this process of molding him into 
the group an attitude of acceptance toward 
his punishing attitude was always maintained. 
However, others in the group felt at times 
that he was a hindrance and expressed this 
opinion openly. He refused to take part in 
the occupational therapy program stating it 
was child’s play. In the educationl periods his 
interest varied, and at times he would take 
active part in discussions, showing qualities 
of leadership and intellectual aspirations. In 
the psychiatric discussions his interest was 
more or less maintained, and at varied in- 
tervals he would dominate an entire session 
by giving portions of his past life, or elucidat- 
ing his viewpoints regarding the management 
of the mind. These sessions were noticeably 
irritating to the others, but as different mem- 
bers became more certain of their footing in 
the group they demanded that he conform 
properly. The first signs of improvement came 
during the rehearsal of a short play to be 
presented by the group in which he played 
the role of the psychiatrist. This he thoroughly 
enjoyed, and at the same time gained the 
respect and admiration of the group. Notice- 
able changes in his attitude toward other 
members was then noted. He acknowledged 
his faulty emotional control and expressed the 
implication that his hate and aggressive acts 
were due to a lack of love which was never 
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forthcoming from his foster parents. An added 
impetus to his improvement was the encourage- 
ment and aid given him to complete his 
studies, and obtain a high school diploma 
while hospitalized. He became a congenial and 
interested member of the group, looking for- 
ward to continuing his education at the time 
of his discharge from the hospital. 

Each patient showed his attitude, and 
expressed pleasure in being in the group. 
When it was announced that certain 
members were to be discharged, a strong 
emotional response was evident in two 
of the unimproved patients. They im- 
mediately became depressed, withdrawn, 
and refused to eat. One of them cried 
and wanted to know why he did not 
become well enouh to go home. It is 
also noteworthy to mention that all the 
unimproved did show a feeling of 
warmth in their relationships with the 
personnel of the Physical Medicine Re- 
habilitation staff. A distinct difference 
was evident in those members of the 
group about to be discharged, as com- 
pared to others discharged at the hospi- 
tal without the benefits of this type of 
therapy. The former’s hospitalization 
was no like a bitter pill that had to be 
swallowed, but rather the aining of an 
adequate understanding of the mecha- 
nisms the ego uses in its defense against 
the frustration of reality. 


Group psychotherapy integrated with 
activity therapy has a definite place in 
every mental institution. This intensive 
therapy provides an approach to the 
problem of coordinating the divergent 
services with the maximum benefit avail- 
able given to the patient. It is also felt 
that the services function more efficient- 
ly in this plan rather as separate vuits 
within themselves. Group therapy brings 
about an improvement which is highly 
valued by the patient and likewise effec- 
tive and durable in maintaining his 
place in society. 
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MUSCULAR EXERCISE 
(Continued from page 25) 


animals. In certain North American 
birds the normally seasonal enlargement 
of the testes may be elicited almost 
at any time by forced muscular activity. 
This fact does not mean that one can 
make a boy out of a man by running 
him on a treadmill. It has been shown 
that severe work causes enlargement of 
the adrenal cortex gland which in- 
fluences salt and water metabolism as 
well as carbohydrate metabolism and 
sexual development. In turn, the in- 
tegrity of the anterior pituitary, the 
master gland of the endocrine system, 
is essential for the observed increase in 
size of the adrenal cortex. Furthermore, 
in line with adrenal enlargement, a 
four-fold increase in the excretion of 
the hormone liberated from this gland 
follows a bout of strenuous exercise 
in man (7). Data has already been 
presented indicating the relation of 
muscular exercise to another hormone, 
namely, insulin. Whether stimulation of 
the pancreas occurs in this case, or 
whether insulin is produced locally in 
working muscles, or whether insulin is 
involved at all, cannot be said at 
present. But a general metabolic effect 
suggests the mediation by some sub- 
stance or substances. 


This evidence is presented merely to 
suggest the possibility that hormones 
or other chemical agents may be re- 
sponsible for changes in growth and 
metabolism under suitable conditions 
consequent to muscular activity. Being 
physiologically active substances they 
would thus fulfiill the criteria of pro- 
longed effect upon distant organs, thus 
allowing muscular activity to produce, 
in a sense, pharmacodynamic effects. 
Whether these influences actually obtain 
and whther the same reasoning can be 
applied to mild or moderate exercise 
over a prolonged period of time, remain 
questions for future investigation. It is 
only sufficient to point out that the re- 
lation of endocrinology to muscular 
activity is, as yet, little understood. 
Other mechanisms may also be opera- 
tive. But whatever the mechansim, it 
is apparent that many therapeutic bene- 
fits may be derived from proper muscu- 
lar activity. Further study may open 
new fields of exploitation by the prac- 
tice of rehabilitation. 
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A NEW TYPE OF EXERCYCLE 


A new cycle designed for use in the treat- 
ment of general medical, surgical and neu- 


ropsychiatric conditions. 


Its variable speeds provide optional pedal action against a brake, with resistance 


registered on a graduated scale, adjustable pedal radius and adjustable seat. 





The new exercycle is adapted to meet the specific needs of a medically pre- 
scribed and medically controlled exercise program, whereby modification of 
activity can be carried out for specific conditions. It provides opportunities for 


active as well as passive exercises and a combination of active assistive or active 
resistive exercises. 


INFORMATION ON REQUEST 


Exercycle Corporation * 597 Fifth Avenue * New York 17, N. Y. 
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The Professional Model 


HEALTHOMATIC — Exercise Apparatus was designed specifically for the 
field of PHYSICAL MEDICINE REHABILITATION. 


* Progressive Resistance or Passive exercises. 


Electronic control of speed and degree of resistance. 


Calibrated control and selection of range of motion. 


Finger-tip selection of muscle groups activated. 


Stability and inclosure of moving parts for patients’ protection. 


Quiet, self-lubricating, automatic operation on 110 volt A.C. current. 


HEALTHOMATIC CORPORATION 
25 Rockhill Road : Bala-Cynwyd, Pennsylvania 
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7 Safe, Light, Comfortable 
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Many Thousands of Hanger Wearers are Engaged in 
Normal Everyday Activities . .. Working . . . Playing 


DURALUMINUM & WILLOW LIMBS 
MECHANICAL & NON-MECHANICAL ARMS 
ILLUSTRATED CATALOGUE ON REQUSST 
Address nearest factory—No street address wecessary 
contractual service. through branches, subsidiaries or 
licensed offices in the following cities: 


Albany 6 I , 8. Cc. Oklahoma City 3 
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Birmingham 1 Indianapolis 2 Raleigh, W. C. 
Boston 16 Jacksonville Richmond 19, Va. 
Charlotte 2, N. C. Milwaukee 4 Roanoke 11, 
Charleston 21, W. Va. Montreal St. Louis 3 
Chicago 7 Nashville San Francisco 2 
Cincinnati 2 New Orleans Toronto 
Columbus 8, Ohio New York 11 Washington 13 


Chelsea 2-3780 
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